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for the particular disease he discusses. No excerpts from the literature; no ex- 
perimental data! Every single recommendation was written especially for this 
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(8” x 11’); the easily-read double-column format; the clear, brisk, step-by-step 
explanation of each treatment—all of these features point to “1949 Current 
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want now, to assure yourself that your patients are getting the benefit of the 
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LIPPINCOTT 
SELECTED 
PROFESSIONAL 
BOOKS 


new I 4. edition on current medical practice 


Lippincow’s Quick Reference Book 
for Medicine and Surgery 


by George E. Rehberger, 4.B.. M.D. 


The new, revised 14th edition of this clinical, diagnostic, and therapeutic digest of general 


medicine, surgery, and the specialties is compiled systematically from modern literature. 


Accepted findings of current medical practice are presented with general clinical problems 
in mind. Diseases most likely to be met in everyday practice are covered, 


with information on diagnosis, definition. prognosis and treatment. 


With the revisions in this work—many of them reviewed by competent specialists—the book 


may be expected to maintain its reputation as a safe and practical guide for clinical use. 


New, 14th Edition. About 1800 Pages. Illustrated. 12 Color Plates. $20.00 


J. B. LIPPINCOTT COMPANY, E. Washington Square, Philadelphia 5, Pa. 


Please enter my order and send me: i 
OC Rehberger, Quick Reference Book, $20.00 Ippincott 
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AT LAST! EFFECTIVE RELIEF IN BRONCHIAL ASTHMA 


9) 


“inconspicuous side effects 


Prompt, complete relief in bronchial 
asthma and associated conditions . . . yet 
“causes very little central nervous 
stimulation and produces little or no 
pressor action.”' 

85% - 90% effective relief in over 1400 
patients during an exacting 

8-year clinical study. 

Increased vital capacity . . . better feeling 
of well-being . . . essentially free from 
undesirable side actions. 


Its name is NETHAPHYL* 


Each capsule contains: Nethamine ® 
Hydrochloride 50 mg., Butaphyllamine ® 0.12 Gm., 
and phenobarbital 15 mg. 

Also available in half-strength. 


CINCINNATI 


1—Hansel, F. K.: Ann. Allergy, 5:397, 1947 
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Announcing Publication of 


NEW FOURTH EDITION 


HANDBOOK OF MATERIA MEDICA, 
TOXICOLOGY and PHARMACOLOGY 


By FORREST RAMON DAVISON, B.A., MSc., Ph.D., M.B. Consultant and 
Toxicologist, Minneapolis, Minnesota. Formerly Assistant Professor of Pharma- 
cology in the School of Medicine, University of Arkansas, Little Rock; Medical 
Department, The Upjohn Co., Kalamazoo, Michigan. 


As in all previous editions, the purpose of this popular text is to 
present that information about drugs essential for the student of 
medicine and the practicing physician. In this, its Fourth Edition, 
all material has been thoroughly revised and brought up-to-date. 
It contains many profound changes in emphasis and subject matter. 
The trend toward a closer correlation between the basic sciences, so 
prominent in present day medicine, is again reflected in this revision. 
The essentials of pharmacy are presented in order to prepare the 
student to administer drugs intelligently. Prescription writing is again 
given prominence and the classification of drugs has been revised and 
simplified. Significant new drugs are discussed, including polymyxin, 
aureomycin, antihistamines, folic acid, rutin, BAL, antithyroid drugs, 
new antimalarials, “nitrogen mustards,” digitoxin, blood fractions, 


radioactive phosphorus, and many more. New information on hor- 


CONTENTS 
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Materia Medica and Alcohols 
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mones and also on vitamins is given. | ILLUSTRATIONS 


The C. V. Mosby Company SMJ 5-49 @ 
3207 Washington Bivd., 
St. Louis 3, Missouri 


Please send me Davison’s Handbook of MATERIA MEDICA, 
TOXICOLOGY and PHARMACOLOGY. The Price is $8.50. 


Enclosed find check. Charge my account. 
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Medicine 


rides Apollo’s chariot 


Contemporary Medicine 
soars to increasing heights 
of success in its labors against disease. 


In 1937, the national total of reported smallpox cases was 11,673. 
By 1947, the number had dropped to 173. 


This represents a reduction of more than 98 percent in the 
space of one decade. 


Thus another once dread disease rapidly nears extinction. 


Contemporary Medicine is a story of progress 
achieved through cooperative effort . . . 
a story of enlightened teamwork on the 
part of the clinician, the research 
worker, and Pharmacy, as exemplified 

in the modern pharmaceutical laboratory. 


At Bristol Laboratories, we recognize the privilege 
of sharing in this cooperative effort. Success in 
discharging this trust is measured by the increasing 
thousands of physicians who specify Bristol. 


Bristo 


LABORATORIES INC 
SYRACUSE, NEW YORK 
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New HOEBER Books 


To Aid In Everyday Practice 


COLEY’S 


Neoplasms of Bone 


and related conditions 


Their Etiology, Pathogenesis, Diagnosis G Treatment 


IS book will help all those who 
may be called upon to recognize or 
treat bone tumors or conditions simu- 
lating bone tumors. A vast storehouse 
of information, it includes the most 
minute clinical details, illustrated by 


hundreds of superb roentgenograms. An 
authoritative work of lasting signifi- 
cance. By BrapLtey L. Corey, M.D., 
Attending Surgeon, Bone Tumor Dept., 
Memorial Hospital, N.Y¥.C. 7x10,” 
779 pp., 622 illus., 53 tables, $17.50. 


ALVAREZ’ 4th Edition 


Introduction to 


Gastro-Enterology 


Y revealing the clinical significance 

of intestinal, stomach and bowel 
behavior, this volume can help to solve 
a host of common problems. The clear 
and authoritative explanations of the 
factors underlying a multitude of com- 
mon gastrointestinal symptoms leads to 


——-—Paul B. Hoeber, Inc.— — — 


Medical Book Department of Harper & Brothers 


more accurate diagnosis, more rational 
treatment. This unique and compre- 
hensive source book will prove invalua- 
ble for years to come. By WALTER C. 
ALVAREZ, M.D., Senior Consultant, Di- 
vision of Medicine, The Mayo Clinic. 
925 pp., 269 illus., $12.50. 


SMJ 549 


49 East 33rd St., New York 16, N. Y. 


Please send me On Approval 


(_] Coley’s Neoplasms of Bone, $17.50 


On Approval 
Name 
Address 


(_] Charge My Acct. 


(_] Alvarez’ Gastro-Enterology, $12.50 
| Check Enclosed 
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£ dermatitis due 


the treatment O 
to plants, especially 


POISON IVY... 


99 (1) 


PYRIBENZAMINE cream or 


ointment 


Applied locally, Pyribenzamine hydrochloride usually gives 
prompt and prolonged relief from itching in dermatitis venenata 
due to poison ivy, oak or sumac. 


Pyribenzamine has also been found to give relief to the majority 
of patients with other itching dermatoses, “particularly atopic 
dermatitis and pruritus ani.” 


“In many instances the local skin conditions are, of course, more 
rapidly and more completely eradicated by the combined topical 
and oral administration of this drug.” 


1. Carrier, R. E., Krug, E. S., and Glenn, H. R.: J. Lancet, 68: 240, June 1948. 
2. Feinberg, S. M. and Bernstein, T. B.: J. of A.M.A., 134: 10, July 1947. 


PyRIBENZAMINE CREAM, 2 per cent (water-washable base), jars of 50 Gm. 
and 1 pound; Ointment, 2 per cent (petrolatum base), jars of 50 Gm. and 
1 pound. 


Ciba PHARMACEUTICAL PRODUCTS INC., SUMMIT, NEW JERSEY @ 


PYRIBENZAMINE (brand of tripelennamine ) — Trade Mark Reg. U.S. Pat. Off. 2/141T™M 
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“Imprisoned in every fat man, 


a thin one 


is wildly signaling to be let out.” 


C. C. Palinurus, quoted in Bull. New York Acad. Med. 24:2 (Feb.) 1948. 


Overeating imprisons the 

“thin one”, and he can signal 

till doomsday, but he will 

never get out unless the 

“fat man” stops overeating. 

‘Dexedrine’ Sulfate curbs appetite, makes it easy 

for the overweight patient to stop overeating and 
thus reduces weight safely without the use (and risk) 
of such potentially dangerous drugs as thyroid. 


Dexedrine Sulfate tis 


The most effective drug for control of appetite in 
weight reduction 


Smith, Kline & French Laboratories Philadelphia 


‘Dexedrine’ T.M. Reg. U.S. Pat. Off. for dextro-amphetamine sulfate, S.K.F, 
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STATISTICALLY SIGNIFICAN{\ {AI 


Recent important investigations confirm superiority of IN 
molybdenized ferrous sulfate in iron-deficiency anemia 


Dieckmann, W. J., and 

Priddle, H. D.: Anemia of Preg- 
nancy Treated with Molybdenum- 
Iron Complex, Amer. J. Obstet. & 
Gynecol., (March) 1949. 


Dieckmann and associates recently 
undertook an evaluation of molyb- 
denized ferrous sulfate (Mol-Iron) 

in anemia of pregnancy—a relatively 
resistant type of anemia. 


A carefully selected group of patients 
_ was given Mol-Iron in a dosage 
of 2 tablets 3 times daily; a compa- 
rable group of patients who received 
no iron medication served as controls. 


FINDINGS: “The patients who 
were treated showed a rapid increase 
in hemoglobin and hematocrit with 
a mean at term of 11.8 Gm. per 100 
ml. and 36 volumes per cent—high 
figures for pregnant patients. The 
mean for the present control group 
is 10.7 Gm. of hemoglobin per 100 


ml. and a hematocrit of 32.6 volumes 


percent (at term)... At six weeks pos 
partum, the patients who had been op 
molybdenum-iron had a mean of 12) 
Gm. per 100 ml. as compared witht 
for the present (control) group...” 


COMMENT: “We have never had 
other iron salts so efficacious in 
pregnant patients. Our results with 
the molybdenum-iron complex have 
been so striking that, if the patien 
has taken this medication for three 
weeks and shown no significant in- 
crease in the hemoglobin conces- 
tration, the therapy is stopped and 
a more extensive study (bone marrow 
biopsy, gastric analysis, reticulocyte 
count, etc.) made to determine the 
cause of the anemia.” 


SUMMARY: “We believe that the 
value of this molybdenum-iron com- 
plex has been demonstrated as being 
very effective in increasing the hem- 
oglobin of pregnant patients who 
are anemic.” 
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mia, 


Talso, P. J: Anemia in Pregnancy, 
J. Ins. Med., 4:3 1-34 (Dec.-Jan.-Feb.) 
1948-1949. 


"The encouraging results obtained with 
nolybdenumized ferrous sulfate in the 
microcytic hypochromic group indicate 
a better prognosis in these conditions in 
the future with a resultant improvement 


in maternal health generally.”’ 


Chesley, R. F., and Annitto, J. E.: 
Evaluation of Molybdenized Ferrous 
Sulfate in the Treatment of 
Hypochromic Anemia of Pregnancy, 
Bull. Margaret Hague Maternity 
Hospital, 1:68-75 (Sept.) 1948. 
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“...molybdenized ferrous sulfate pro- 
duced a substantially more rapid thera- 
peutic response than ferrous sulfate, the 
difference in response being statistically 
significant. Addition to ferrous sulfate of 
either liver-stomach extract or folic acid 
did not potentiate the action of the iron 


salt. 


“None of the patients treated with mo- 
lybdenized ferrous sulfate complained of 
more than mild digestive symptoms re- 
lated to the medication. However, 8 per 
cent of the patients originally selected 
for treatment with ferrous sulfate had to 
be withdrawn from the study because of 


consequent digestive up-sets.”” 


Liquid 


a specially processed, co-precipitated, stable complex of 
molybdenum oxide 3 mg. (1/20 gr.) and ferrous sulfate 195 
mg. (3 gr.). In bottles of 100 and 1000 Tablets. Also avail- 
able in a highly palatable Liquid, in bottles of 12 fluid-ounces. 


WHITE LABORATORIES, Inc., Pharmaceutical Manufacturers, Newark 7,N. J. 
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When there is a strain on nutrition... 


The demands of pregnancy often 
lead to impairment of the liver and 
B-vitamin depletion; it often happens 
that neither condition will be im- 
proved unless they are treated simul- 
taneously. 


Methionine is being used widely for 
protection against impaired liver func- 
tion. “In the treatment of toxemia 
and hemolytic disease of the newborn, 
it is a valuable adjunct to other proved 
types of therapy. The hepatorenal 
syndrome can best be treated with the 
combined use of plasma, whole blood, 
and methionine.” * 


The administration of therapeutic 
amounts of essential B-vitamins has 


® 


Philpott, N. W., Hendelman, M., and Primrose, T. 
& Gynec 


Methionine in Obstetrics, Am. Jr. Obst 
§7°125-142 Jan. 1949 


been established as a necessary facter 
when there is a strain on nutrition. 


Meovite Gives This Protection 


A new Wyeth product, Meovite, in 
the form of easy-to-swallow capsules 
combines the virtues of essential B- 
vitamins with dl-methionine, one of 
the amino acids requisite to normal 
liver function. Four capsules of Meo- 
vite daily is the usual dose recom- 
mended for pregnant patients; the 
dosage may be adjusted for special 
conditions or treatment. 

Each Meovite capsule contains 250 
mg. dl-methionine, 5 mg. thiamine 
hydrochloride, 2.5 mg. riboflavin, 2 
mg. niacinamide. 


MEOVITE 


di-methionine 
with 
B-Complex 
Vitamins 


May 1949 
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new approach 


TO THE CONTROL OF 


. . an emulsifying and surface-active 
agent which has the ability to 
decrease the interfacial surface tension 
of aqueous and fat dietary mixtures. 
The name is SORLATE, Abbott's sorbitan 
monooleate polyoxyethylene derivative. 
Clinical research! has shown that the 
administration of this derivative is 
effective in the control of steatorrhea. 
4 8 y | When mixed with food, SORLATE brings about a more homogenous 
& and finer emulsification of dietary fat, so that the 
particle size of the fat globules is small enough to allow direct absorption 
from the bowel without preliminary enzymatic hydrolysis of the fat. 
0 C Careful clinical studies! have demonstrated that when this surface-active 
agent was given to patients who were unable to absorb fat normally, 
much higher blood levels of vitamin A were produced. In several patients 
with subtotal gastrectomy it was shown that the addition of SORLATE to 
diets containing fat markedly reduced the percentage of fat 
lost in the stools, indicating improved absorption when 
u this emulsifying agent was ingested. 
In SORLATE therapy the patient should be fed an adequate 
diet containing 2500 to 3000 calories per day, 
| including a minimum of 125 to 150 Gm. of fat. The 
SORLATE dosage should be at least four capsules, 

three times daily with meals. When given orally it is nontoxic for human 
beings even in large doses. Since it may take several weeks or months for 
the beneficial effects to be clearly observed, treatment with 
SORLATE should be continued over a prolonged period. 
SORLATE is supplied in 0.5-Gm. capsules 
in bottles of 100 and 1000. For more 
detailed information on SORLATE therapy, 
just drop a card to 
ABBOTT LABORATORIES, North Chicago, Ill. 


Fot Emulsion with SORLATE 


1. Jones, C. M., Culver, P. 
J., Drummey, G. D., and 
Ryan, A. E. (1948), Modifi- 
cation of Fat Absorption in 
LAT the Digestive Tract by the 
Use of an Emulsifying Agent, 


Ann, Int. Med., 29:1, July. 
(SORETHITAN MONOOLEATE, ABBOTT) 
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hich Form? 


When androgen therapy is indicated in the male or female, the 
availability of special ORETON preparations permits suitable 
individualization of treatment. 

Oreton® (Testosterone Propionate U.S.P. XIII) is the stand- 
ard male hormone preparation for intramuscular injec- 
tion, recommended particularly whenever androgen 
treatment is initiated. With it, the desired clinical 
effects, genital or metabolic, are rapidly and clearly 
evident. ORETON is available in ampuls, also in multiple 
dose vials for increased economy. 

After control of symptoms and determination of the min- 
imum daily requirements with OreTON, the improved 
status may be conveniently maintained by oral androgen ther- 
apy with Oreton-M®* (Methyltestosterone U.S.P. XIII) Tablets. 


ORETON 


(Testosterone Propionate U.S.P. XIII) 


Another convenient method of ad- 

ministrating androgen is the use of 

OreETON (Testosterone Propionate 
U.S.P XIIL) Buccal Tablets containing the new special base, 
PoLyHyDROL.+ These tablets are not swallowed, but placed in 
the buccal space where they slowly dissolve. A greater absorp- 
tion of androgen through the buccal mucosa directly into the 


®) systemic circulation is made possible by the PoLyHypROL base. 


This increased utilization of the hormone affords a greater econ- 
omy in buccal therapy. 


When treatment is prolonged, as in severe deficiency states, the 

subcutaneous implantation of Oreton-F* (free testosterone) 

Pellets affords a simple and economical method of continuous 
physiologic replacement lasting for several months. 


PACKAGING: 
Oneton is available in 1 cc. ampuls containing 5, 10 or 25 mg., boxes of 3, 6 and 
50; and in 10 ce. multiple dose vials containing 25 or 50 mg. per cc.. boxes of 1. 
Oneton-M Tablets of 10 mg., in boxes of 15, 30 and 100; tablets of 25 mg., 
in boxes of 15 and 100. OnreToN-M Ointment, tubes of 50 Gm., 2 mg. per Gm. 
Oneton Buccal Tablets of 2.5 or 5 mg., in boxes of 30 and 100. 
Oneton-F Pellets of 75 mg., vials of 1 and 3 pellets. 
 tPorvmyonor trade-mark of Schering Corporation 


CORPORATION - BLOOMFIELD, NEW JERSEY 
IN CANADA, SCHERING CORPORATION LIMITED, MONTREAL 
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PATIENT under TREATMENT 


for Chronic Urinary 
Tract Infection 


ENJOYS 
from distressing 
SYMPTOMS 


Prompt and effective relief from distressing urinary frequency, and pain and burning on 
urinary symptoms has been achieved in a_ urination, often enables patients to carry on 
large percentage of patients with chronic in- without interruption of normal pursuits, 
fection of the urinary tract, through the throughout the course of specific treatment 
simple expedient of taking Pyridium orally. of uncomplicated cystitis, pyelonephritis, 
Two tablets t.i.d. produce an analgesic prostatitis, and urethritis, with virtually no 
effect on the urogenital mucosa, without sys- danger of side reactions. 
temic sedation or narcotic action. The complete story of Pyridium and its 
This gratifying symptomatic relief from _ clinical uses is available on request. 


PYRIDIUM: 


(Brand of Phenylazo-diamino-pyridine HC]) 
MERCK & CO., Inc. RAHWAY, N. J. is the 


its Brand of Phenylozo- 


Manufacturing Chemists diomino-pyridine HCl. Merck 


& Co., Inc., sole distributors 
In Canada: MERCK & CO. Limited Montreal, Que. in the United States. 
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‘and: 


Prognostic Test 


FIRST OF A SERIES 


peRey HOLDING TEST: With the patient sitting in a quiet room, the blood pres- 
sure is determined at five minute intervals until a basal level is obtained. This usually 
takes from twenty to forty-five minutes. The test procedure is explained to the 
patient, followed by another brief rest period until the basal level is again reached. 


At an observed moment of normal quiet expiration the patient is 
instructed to compress both nostrils suddenly and simultaneously to close the mouth 
by compressing the lips. The breath is held for twenty seconds during which the 
systolic rise is determined. Following a rest period and return to the basal level, the 
same test is repeated in order to determine the diastolic rise. (Normal systolic or 
diastolic rise does not exceed 22 mm.) 


SIGN IFICANCE: Holding the breath in normal expiration increases the carbon 
dioxide content of the alveolar air. This is quickly reflected in the blood with stim- 
ulation of the vasomotor center and a resulting rise in the blood pressure. In hyper- 
tensive patients the rise in pressure is from two to four times greater than in normal 
subjects. 


1. Ayman, David, and Goldshine, Archie D.: Arch. Int. Med., 63:899, May, 1939. 
2. Feldt, Robert H., ond Wenstrand, D. E. W.: Arch. Int. Med., 67:1157, June, 1941. 


THEOMINAL 


FOR GRADUAL AND PROLONGED REDUCTION OF BLOOD PRESSURE 
Combines vasodilator and sedative agents to reduce vascular and nervous tension. Each tablet 
contains theobromine 5 grains and Luminal® ¥% grain. Dose: 1 tablet two or three times daily; 
when improvement sets in, the dose may be reduced. Bottles of 25, 100 and 500 tablets. 


Theominal, trademark reg. U. i & Canada Sates trademark reg. U. S. & Canada, brand of phenobarbital 


New Yorn 13,.N..¥. Winosor, 
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To re-establish emotional equilibrium 


‘Benzebar’ combines the effective anti-depressant 
action of Benzedrine* Sulfate and the mild 
sedation of phenobarbital. 

The ‘Benzedrine’ Sulfate in ‘Benzebar’ restores 
optimism, cheerfulness and sense of well-being; 
increases mental activity and interest in life; 
imparts a feeling of energy and alertness. 
Simultaneously, the phenobarbital component 
calms nervous excitability and agitation; 
relieves anxiety and tension. 

Thus, ‘Benzebar’ is valuable in the symptomatic 
treatment of the depressed patient 

who displays anxiety or agitation. 


a logical combination of ‘Benzedrine’ Sulfate (5 mg.) 
and phenobarbital (24 gr.) 


Smith, Kline & French Laboratories, € Philadelphia 
*T.M. Reg. U.S. Pat. Off. for racemic amphetamine sulfate, S.K.F. 


| 16 
May 1949 


A 15" x 12” reproduction of this ill: i 
by George Rapp is available upon request 


BEGINNING A GREAT EXPERIENCE 


Thanks to prenatal care, better nutrition, and the knowledge 
and skill of the physicians engaged in obstetrical practice, 
maternal mortality and morbidity continue to decline. 

Products of medical research have helped to solve some 
of the obstetrician’s problems. For prenatal care, the 
vitamins, calcium, well-tolerated iron salts, and preparations 
of liver extract have been found useful. Administration of 
the shorter-acting barbiturates during labor has made 
the experience less trying for the mother, with little 
danger of damaging effect upon the infant. Postpartum 
care has been simplified with ergonovine maleate. These 
are but a few of the contributions of research scientists 
to maternal and infant welfare. At the Lilly Research 
Laboratories, work goes on apace to improve existing 
products and to seek answers to the problems yet unsolved. 
That improvements will come seems a certainty; and when 
they do, you, the physician, will be the first to be informed. 


Su ly 


LILLY SPECIALISTS SERVE THE MEDICAL PROFESSION 
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Gentle Sedation, Safe Hypnosis 


To the obstetrician, ‘Amytal Sodium’ (Amobarbital 
Sodium, Lilly) means dependable amnesia. 

To the surgeon, it means safe basal anesthesia. To 
medical practitioners generally, ‘Amytal Sodium’ is a 
versatile barbiturate for securing all degrees of relaxation, 
from mild sedation to deep hypnosis. The moderately long 
duration of action characteristic of ‘Amytal Sodium’ tends 
to insure uninterrupted sleep. 

Whenever a reliable barbiturate is indicated, prescribe 
‘Amytal Sodium.’ ‘Amytal Sodium’ is supplied in a large 
variety of dosage forms and is available on prescription at 
drug stores everywhere. 


Sui ly 


ELI LILLY AND COMPANY, INDIANAPOLIS 6, INDIANA, U.S.A. 
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PELVICINS the 


problem of introducing high con- 


centrations of penicillin directly at 


the site of vaginal infection, achiev- 


ing optimal efficacy of the drug in 


cervicitis and other gynecologic 


conditions.’ P ELVI CLN. S 


provide 100,000 units of crystalline penicillin G (potassium salt) 


in each suppository. Even where primary pathogens are not 
penicillin-sensitive, FP ELVI CLN. S are of proved value 


in the elimination of susceptible secondary invaders, there- 


by enhancing the effectiveness of such additional medical or 


surgical measures as may be indicated. FP ELVICINS 


are supplied in boxes of 6 and 12, in- 


dividually wrapped in aluminum foil. 


1, Walter, R. I.; Goldberger, M. A.; and Lapid, L. S.: 


New York State J. Med. 48: 1159 (May 15) 1948. 


S chen ley LABORATORIES, INC. 


350 FIFTH AVENUE, NEW YORK 1, N.Y. 


| Additional protection against 
"moisture is provided by a 


© Schenley Laboratories, Inc. 
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(1) Scully, F. J.: M. Times, 76:281 (July) 1948. 
(2) Magnuson, P. B.; McElvenny, R. T., and Logan, C. E.: J. Michigan M. Soc. 46:71 (Janvory) 1947 
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nucleus 
of a 
well-rounded 


regimen 
in 


arthritis 


Ertron — electrically activated, heat-vaporized 
ergosterol, Whittier — occupies a pivotal posi- 
tion around which to fashion the therapeutic 
regimen of the arthritic patient. Used in con- 

junction with appropriate supportive measures 
Ertron has produced beneficial results in more 
than 80 per cent of cases. “. . . many patients 
note an improved appetite, better nutrition and 

a gain in weight. Some have noted an increased 
range of motion, lessened swelling, and more 
normal functional activity with less joint pain.”' 
“This medication can be safely administered if the patient is carefully controlled 
during treatment and the dosage properly administered.”? In the occasional case 
exhibiting intol to high dosages of Ertron, clinical signs of impending toxicity 
can be detected early while in the reversible phase. 


Ertron is supplied in bottles of 50, 100 and 500 P 

ampuls. Each capsule contains 5 milligr of activation-products having antirachiti 
activity of fifty thousand U.S.P. units. Each ampul contai ivati ducts having 
antirachitic activity of five hundred thousand U.S.P. units, te cosmme ofl Biologically 
standardized. 


we: 
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20 CALORIES per 
OR 30...OR 40 


“It is, at times, necessary to give food of a consid- 
erably higher caloric value than would be anticipated. The 
giving of a food of a caloric value too low to meet the 
infant’s needs is by all odds the chief cause of failure in 
infant feeding.” * 

When feedings of higher than normal caloric 
value are indicated, how simple it is with Similac! You 
merely increase the amount of Similac powder to be added 
to each ounce of water. The relation of all the nutritive ele- 
ments to each other remains the same as in normal breast 
milk. And the Digestive Factor does not change; for Similac 
has a consistently zero curd tension like breast milk—even 
in mixtures of double the normal caloric value. 


*Page 51, Infant Nutrition: Jeans and Mariott, 1947. 


Gf One measure (included in each can) of Similac 
3 i: added to two ounces of water makes two ounces 

‘ame Of the normal formula — 20 calories per ounce. 


SIMILAC DIVISION + M & R DIETETIC LABS, INC. » COLUMBUS 16, OHIO 
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Slow-Down Strike 
on the Blood Transit 


ENOUGH CORPUSCLES IN THE 
BODY TO STRETCH FOUR TIMES 
AROUND THE GLOBE— 

A BLOOD TRANSIT SYSTEM— 

AND WHEN HEMOGLOBIN IS DOWN 
THERE'S A “POWER LEAKAGE" 
WITH SECONDARY EFFECTS— 
ANOREXIA, AVITAMINOSIS 

AND ACHLORHYDRIA. 


Watch out for those secondary effects 
in the secondary anemias 


HEPTUNA with folic acid 


meets all these needs in a single capsule. Study the formula. 
Clinical observation shows Heptuna with Folic Acid brings a 
rapid hemoglobin regeneration, change in the hematopoietic 
picture and relief of secondary effects with 

a minimum of digestive reactions. 


ALL IN ONE CAPSULE 


Ferrous Sulfate . ........ . 45 Grains 
Vitamin A (Fish-Liver Oil) . . . . . . . 5,000U.S.P. Units 
Vitamin D (Tuna-Liver Oil) . . . 500USP. Units 


Vitamin B, (Thiamine Hydrochloride) . . . 2g. 
Vitamin B, (Pyridoxine Hydrochloride) . . . . . . mg. 
Calcium Pantothenate . ........ 0.333 mg. 
Together with other B-complex factors from liver and yeast 


ONE OF THE ROERIG BALANCED FORMULAE 


Originators of Hepruna * DarTHRonot * OBron 


J. B. ROERIG AND COMPANY 
ROERIG 536 LAKE SHORE DRIVE « CHICAGO 11, ILLINOIS 


20 
as 
a 


Vol. 42 No. 5 SOUTHERN MEDICAL JOURNAL 


Your acne patient 


cooperates 


when you prescribe Acnomel... 


Because: ACNOMEL is delicately flesh-tinted. It effectively 
masks the blemishes and blotches of acne—yet 
is virtually invisible after application. 


AcNoMEL ordinarily brings definite improvement 
—not in months or weeks, but in a matter of days. 
Thus, the use of ACNoMEL changes the acne 
patient’s typically defeatist attitude toward treat- 
ment. Encouraged, he will faithfully follow the 
regimen you prescribe and apply ACNOMEL reg- 
ularly, as you direct. “wh , 
Available, on prescription only, in specially-lined 1'4 oz. tubes. 


Smith, Kline & French Laboratories, Philadelphia 


Acnomel 


a significant advance, clinical and cosmetic, 


in acne therapy 
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| clinical potency 
rey without penalty 


0.625 mg 


Amnestrogen 


1.25 mg. 
NS SQUIBB CONJUGATED ESTROGENS (WATER-SOLUBLE)* 


“PURPLE 


25mg Natural, phvsiologic therapy 
—_ Virtually free of side-reactions 
An agreeable exhilarating effect 


Weight for weight, as potent clinically 
as free estrogens injected 


Doubly assayed for uniformity 
by bioassay and chemical test 


Smooth hormonic levels 
Controlled therapy with convenient 
oral dosage 


For flexible physiologic therapy 


- 0.3 mg. tablets Bottles of 100 
0.625 mg. tablets 
1.25 mg. tablets 


2.5 mg. tablets Bottles of 25 and 100 


t Bottles of 100 and 1,000 


*natural estrogenic substances (equine origin); 
potency expressed os sodium estrone sulfate 


“AMNESTROGEN'™ IS A TRADEMARK OF E.R. SQUIBB &@ SONS 


SQulI BB MANUFACTURING CHEMISTS TO THE MEDICAL PROFESSION SINCE 1858 
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POSTURE 
will be observed this year 
OCTOBER 17—22 


We make this announcement so early in the year because many 
hundreds of physicians, surgeons, industrial physicians, health 
officers and other members of the profession have over the last 
ten years scheduled the event for May. t 


The change to October has been made in deference to requests 
from schools, colleges, adult education groups and community 
welfare organizations like the “Y’s.” They now look forward 
to wider and more effective participation because they can key 
the event into their health education and physical fitness pro- 
gtams early in the school term, thus avoiding vacation season 
interruptions. 


As National Posture Week enters upon its second decade, it is 
our privilege to thank the many, many physicians who have given 
it their approval as a worthy contribution to public health edu- ‘ 
cation. We pledge ourselves to carry on in the future as we have 
in the last ten years with National Posture Week and the daily "i 
work of The Samuel Higby Camp Institute for Better Posture. dq 
We shall do this to the limit of our resources in accordance with 4 
the ethical precepts of the profession. " 
S. H. CAMP and COMPANY - JACKSON, MICHIGAN | 


World’s Largest Manufacturers of Scientific Supports 
Offices in New York « Chicago « Windsor, Ontario *« London, England 


Ne le . Physicians may at any time ask for good posture booklets for distribution to their 
°* patients and for posters suitable for office and instruction display. All are 
authentic. Details and descriptions on request to— 


THE SAMUEL HIGBY CAMP INSTITUTE FOR BETTER POSTURE 
Empire State Building, New York 1,N. Y. (Founded by S.H. Camp & Company, Jackson, Mich.) 
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in the Therapy of Arthritic Aectons i 


The “cure of [rheumatic fever]”, agree most 
authoritative sources,” *** “depends not only on 
reaching, but also on maintaining a high plasma 
salicylate level.”*® The correlation between 
such blood levels and symptomatic improvement 
is graphically shown in the table at the right.® 

Pabalate—latest product of Robins’ research 
—now helps to achieve and maintain higher 
salicylate blood levels on lower salicylate dosage. 

This is made possible by the combination in 
Pabalate of non-toxic para-aminobenzoic acid 
with sodium salicylate. As visualized in the chart 
at the lower right,* para-aminobenzoic acid 
(itself an active antirheumatic)’ manifests a 
reciprocal action with salicylates when 
administered concurrently—sharply increasing 
the blood salicylate levels (under constant 
salicylate dosage) ,"* and in turn having its 
own blood levels effectively enhanced.* 

The clinical significance of this synergistic 
relationship represents an important advantage 
in the therapy of arthritic affections. Pabalate 
‘Robins’—a strictly ethical preparation— 
is available at (or may be secured by) 
all leading pharmacies. 

A. H. ROBINS CO., INC., RICHMOND 20, VA. 
Ethical Pharmaceuticals of Merit since 1878 

indications: Rheumatoid arthritis ; acute rheumatic fever ; 
fibrositis ; gout ; osteo-arthritis. 

dosage: Two or three enteric coated tablets 

every three or four hours, without sodium bicarbonate. 


formula: Each enteric coated tablet contains: 
Sodium salicylate, U.S.P. (5 gr.), 0.3 Gm.; 
Para-aminobenzoic acid (as sodium salt), (5 gr.), 0.3 Gm. 


supplied: In bottles of 100 and 500 enteric coated tablets. 


a 
- 


For high salicylate blood levels 
on low salicylate dosage— 

Meet 
Wy if Bait 
Pabalate tablets are enteric coated 
to prevent gastric irritation and > Poss 
imal tolerati 
insure opti ion. 5:1 
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Very often a mild or “sub-clinical” nutritional im- 
balance is the answer to the above question. 


Liver and Yeast Extract Armour 


containing the hematopoietic and vitamin activities 
of both liver and yeast, is a valuable corrective, 
nutritional adjuvant and tonic. The hydrolyzing and 
stabilizing processes are so conducted that the liver 
odor and taste are eliminated, while the anti-anemic 
properties, both primary and secondary, as well as 
the vitamin B complex of both liver and yeast are 
preserved. Liver and Yeast Extract Armour is recom- 
mended for both children and adults in many con- 
ditions—including furunculosis, inflammatory le- 
sions of the mucous membranes, indefinite malaise 
and weakness, convalescence, and post-partum. 


Dosage: 


Two teaspoonfuls twice daily, diluted 
with a little water, milk or fruit juice. 


Have confidence in the preparation 
you prescribe — specify “Armour” 


A ARMOUR 
Lalotatottes 


HEADQUARTERS FOR MEDICINALS OF ANIMAL ORIGIN ° CHICAGO 9, ILLINOIS 


26 ee May 1949 
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Arthralgesic Unguent 


A single application of Arthralgen by deep massage affords rapid and sustained 
relief of the pain, stiffness and disability associated with articular and non-articular 
rheumatic disorders. Vasodilatation due to methacholine chloride, rubefaction due to 

thymol and menthol, analgesia due to methy! salicylate—these pharmacologic effects 
of Arthralgen are translated clinically into effective relief of muscle and joint pain 
within a few minutes of application. This remarkably rapid action is favored by se- 
lected wetting agents in the ointment base, which lower surface tension and assure 
quick and thorough penetration. The hyperemia resulting from the synergistic influ- 
ence of the active ingredients prolongs the duration of effect, which can be further 
extended up to six hours by concomitant exposure of the affected parts to moist or 
dry heat. 


ARTHRALGEN is highly effective in fibrositis, whether occurring in the fibrous 
insertions and aponeuroses of muscles (myositis, lumbago), or in the joint capsules 
and bursae (synovitis, bursitis), or in the supporting structures of nerves (neuritis, 
sciatica). It is useful, also, as adjunctive treatment in rheumatoid arthritis during the 
early phases of systemic therapy. Since Arthralgen does not contain histamine, it is 
relatively free from such untoward side effects as itching, urticareal wheals or pro- 
found drop in blood pressure. 
Packaging: One-ounce tubes on prescription and half-pound jars 
for office and institutional use. 


Arthralgen contains methacholine chloride 0.25%, thymol 1%, ° . 
menthol 10%, and methyl salicylate 15% in a highly absorbable, 
washable emollient base. 
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water-dispersible 


Vitamin A . . . 5,000 U.S.P. Units 


Vitamin D. . . 1,200 U.S.P. Units 


Thiamine Hydrochloride . . 1.8 mg. 


Riboflavin . . . 0.4 mg. 
Pyridoxine Hydrochloride . 0.3 mg. 

Ascorbic Acid . . . 60 mg. 
Niacinamide . . . 3 mg. 


Pantothenic Acid . . . 1.2 mg. 


polyvitamin drops 


INCREASED VITAMIN A ABSORPTION 


8 VITAMINS IN ONE PRODUCT 


EFFECTIVE FOR CHILDREN AND ADULTS 
HIGH POTENCY OF ESSENTIAL VITAMINS 
NON-ALCOHOLIC 

PALATABLE, NO FISHY TASTE 
ECONOMICAL 

READILY MISCIBLE 


Supplied in 15 and 30 cc. Dropper Bottles « Samples sent on request — 


28 ee May 1949 V 
Vitamins 
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PAZILLIN is a uniform suspension of crystalline 
procaine penicillin G, 300,000 units/cc., in sesame 
oil and aluminum monostearate, and is stable 

for 1 year without refrigeration. 


Single-injection, 4-day, systemic penicillin therapy 
for infections due to penicillin-sensitive organisms. 


One intramuscular injection of PAZILLIN quickly 
produces therapeutic blood levels of penicillin G, 
and maintains them for at least 96 hours (4 days). 
Injection is practically painless. ; 


96-hour Procaine Penicillin G Crystalline in Sesame Oil and Aluminum Monostearate 


For intramuscular injection. Supplied in 1-cc. 
disposable, plastic syringes, and in 10-cc. multiple-dose 
vials, 300,000 penicillin units per cc. 


Sharp & Dohme, Philadelphia 1, Pa. 


| 

29 

| 

® 

| 
| 


SOUTHERN MEDICAL JOURNAL 


REDUCED ALUM CONTENT 
SIMULTANEOUS PROTECTION 
SMALLER DOSAGE 

HIGHLY PURIFIED 

FEWER INJECTIONS 


Only three 0.5 cc. injections are necessary at intervals of 4 to 
6 weeks. Single-immunization package, containing three 0.5 
cc. single-dose vials. Five-immunizations package, containing 
three 2.5 cc. vials and five immunizations contained in one 
7.5 cc. vial. 


Diphtheria and 


Pertussis vaccine combined 


THE NATIONAL DRUG COMPANY, PHILADELPHIA 44, PA. 


Pharmaceutical, 

; Biological and 
Manufacturers of Biochemical Products 

for the Medical Profession 


30 es May 1949 
Direct 
P rotection! 
Tetanus toxoids, alum precipitated and 
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Rakoff et al! report thatin menopausal pa- 
tients DiENEsTROL produces significantly 
infrequent bleeding on withdrawal or dur- 
an estrogen which ing course of treatment. Finkler & Becker?, 
reporting on seventy-three menopausal 

patients who received DiENESTROL, state 
RARELY that only two had withdrawal bleeding, 
and in each “the bleeding was very mild 
Pp roduces and of short duration”. 


DieneEstrow “Rare’’, furthermore, 
WITHDRAWAL has other distinct advantages: economy 


(tablets no costlier on prescription than 


diethylstilbestrol), quantitatively more 
BLEEDING potent than diethylstilbestrol and related 
synthetic estrogens, and lower incidence 
of unpleasant side reactions (less than 
I per cent). 


Suppuiep as: Tablets (coated) — 0.1 
mg. (yellow) and 0.5 mg. (orange), 
bottles of 100 and 1000. Suspension — 
10 cc. multidose vials, 5 mg. microcrys- 
talline dienestrol suspended in each cc. 
of normal saline. 

1. Rakoff, A. E. et al: J. Clin. Endocrinol. 

7:688 (Oct.) 1947. 

2. Finkler, R. S., and Becker, S.: Am. J. 
Obst. & Gynec. 53:513 (Mar.) 1947. 
Dosace: Menopausal Syndrome— 
Tablets 0.1 to 0.5 mg. daily for mild to 
moderately severe, or 0.5 to .. mg. 
daily for severe or artificially induced 
Suspension 2.5 to 5.0 mg. (2 to 1 cc.) 

once or twice weekly. 


Literature and sample available on request 


Ruve G. INC. 


Harrison, N. J. 


West Coast: GALEN CO., Richmond, Calif. 
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What a good tonic means 
to your elderly patient 


The benefit of a good tonic is not 

entirely limited to its tone-restoring 

and appetite-stimulating effects. 

Most physicians know how much the mm 

little ceremony of taking each pre-meal oe 
dose of Eskay’s Neuro Phosphates Phosphates a 
can brighten “the endless, daily, dull meee 
routine”’ of the elderly patient’s life. 
And—of great importance—‘“‘her tonic” 
is an ever-present symbol of the 
reassuring and comforting fact that 


she is “in the care of her physician.” 


it is prescribed so widely because it works so well 


Each adult dose, 2 fluid drams (2 teaspoonfuls), contains: 

10 per cent 
Strychnine glycerophosphate, anhydrous . . 1/64 grain 
Sodium glycerophosphate 2 grains 
Calcium glycerophosphate 2 grains 
Phosphoric acid, 75% 1.7 minims 
Available in 12 fl. oz. bottles. 


Smith, Kline & French Laboratories, Philadelphia 


32 May 1949 
‘ 


White’s Cod Liver Oil Concentrate Liquid provides potent, 
antirachitic, natural vitamins A and D. Each two drops is 
equivalent, in vitamin content, to one teaspoonful of cod 
liver oil,* containing 312 units of vitamin D wholly derived 
from cod liver oil, and 3,120 units of vitamin A, supplied by 


cod liver oil concentrate adjusted and standardized with 
fish liver oils. 


‘ECONOMICAL Cost-to-patient—about a penny a day for 
antirachitic protection of average infant. In convenient, 
palatable Liquid form—dropper administration. 


Also available in pleasant-tasting Tablets and higher po- 
tency Capsules. White Laboratories, Inc., Pharmaceutical 
Manufacturers, Newark 7, N. J. 


One of White’s Integrated Pediatric Vitamin Formulas 
*U. S. P. Minimum Requirements 
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ULCERS 


Pressure gauze dressings: of White's Vitamin 
A&D Ointment was the only treatment; 
skin-grafting was unnecessary. 


White's Vitamin A&D Ointment induces rapid, 
healthy epithelialization and gratifying relief from 
discomfort in such conditions as: burns, slow 
healing wounds, indolent ulcers, avulsive injuries, 
various post-operative wounds, fissured nipples, 
and a-variety of dermatologic conditions. White 
Laboratories, Inc., Pharmaceutical Manufacturers, 


Newark 7, N. J. 


: Second and third degree burns 
involving 25% of body surface. 
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Announcing 
an unusually palatable 
liquid penicillin 


for oral use 


Eskaeillin 


EsKACILLIN is pleasant-tasting and easy-to-give. Your patients— 
children, the aged and others who balk at tablets and bitter mixtures— 
will actually like to take EskaciLuin. In addition, EskactLin: 


.. Spares children the pain and disturbance of injections. 
.. Spares parents the chore of crushing tablets and coaxing 
sick children to swallow an unappealing mixture. 
.- Maintains its potency for 7 full days when kept in a refrigerator. 


One teaspoonful (5 cc.) of ESK ACILLIN contains 50,000 units of crystal- 
line penicillin G—the same potency as the usual oral penicillin tablet. 


For full information, write: 
Smith, Kline & French Laboratories 

1530 Spring Garden St. 

Philadelphia 1, Pa. 
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WENERSE 
THE PATHOLOGIC PROCESS 
IN VAGINITIS 


Physicians recognize that the treatment in vaginal 
infection is to restore the vagina to its normal state. 

Criteria of cure consist not only of the ameliora- 
tion of symptoms, but also of a return to a normal 
pH of 3.8 to 4.4 and the absence of pathogenic 
organisms in three consecutive smears. 

Boehme* states: ". .. the treatment of patients 
with Trichomonas infection must not only include a 
trichomonacide, but it must furnish sugars to be 
stored as glycogen in the vaginal epithelium and 
provide a favorable medium for regeneration of 
the Doderlein’s bacilli which help maintain acidity. 
We prescribe Floraquin tablets which contain Dio- 
doquin (5-7-diiodo-8-hydroxyquinoline), a pro- 
tozoacide, boric acid, and lactose and dextrose.” 


FLORAQUIN' 


is a product of Searle Research and is supplied in 


for office insufflation, and 


TABLETS 


for patient's use. 


*Boehme, E. J.: Trichomonas Vaginalis Vaginitis; Diagnosis, Treat- 
ment, Causes of Failure in Treatment, S. Clin. North America 25:545 
(June) 1945. 


SEARLE 


RESEARCH IN THE SERVICE OF MEDICINE 


G. D. Searle & Co., Chicago 80, Illinois 


May 1949 
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The statue is a marble copy of the Aphrodite of Cyrene. 
This is probably a statue af an Ouled Nail dancing girl. 
e 
Technical Perfection 
While technical perfection may suffice in ao 
ture, it can prove inadequate in a technic for 
conception control. Most failures in prevention 
of pregnancy arise from irregular or imperfect 
use of the method by patients, rather than from 
imperfections in the method itself.* 
1} The simplicity and esthetic character of the 
>. Lorophyn Suppository technic favor high pa- 
» tient acceptance with correct, continuous use. 
< LOROPHYN SUPPOSITORIES 
A method of conception control that 
ts patients will use faithfully 
. Self-emulsifying in vaginal fluids, the supposi- 
ce tory forms a tenacious, persistent barrier. It 
id liberates readily the powerful spermicide, 
of phenylmercuric acetate. 
in 
The effectiveness of the Phenyimercuric 
545 technic has recently been 


demonstrated by extensive 
clinical studies: J.A.M.A. 


139:16 (Jan. 1) 1949. A re- 
print will be sent upon re- ‘A R fA ‘nc 


quest. NORWICH, NEW YORK 


*Dickinson, R. L.: Techniques of Conception Control, Williams & Wilkins Co., Baltimore, 1942. 
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THE S. E. MASSENGILL COMPANY 
Bristol, Tenn.-Va. 
NEW YORK e¢« SAN FRANCISCO e¢ KANSAS CITY 
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from the nausea 
and vomiting 


of pregnancy 


Effective control of the distressing nausea and vomiting 
of pregnancy is readily obtained with Sempylex. Based 
on the therapeutic efficacy of pyridoxine which has 
been repeatedly shown to bring gratifying relief in 
emesis gravidarum, Sempylex offers more than pyri- 
doxine therapy. The presence of significant amounts 
of glucose, together with thiamine, riboflavin and nia- 
cinamide, aids the action of pyridoxine by promoting 
carbohydrate metabolism and glycogen storage. Sys- 
temic acidosis is thus counteracted and liver function, 
which appears involved in this condition, is improved. 


Sempylex, employing a truly physiologic approach, 
precludes undesirable side actions on mother and child. 
Recommended dosage, 1 tablespoonful 4 times daily. 
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Smooth, refreshing, chocolate-mint-flavored 
suspension of nontoxic SULFASUXIDINE® if 


succinylsulfathiazole (95% retained in 
description 


bowel), 10%; Pectin, 1%; and Kaolin, 10%. 
Particularly well accepted by infants and 
children. Toxicity is negligible. 


Nonspecific diarrhea, especially the 
“summer complaint” of infants. Consolidates 
fluid stools, soothes inflammation, checks 
enteric bacteria, detoxifies products 

of enteric putrefaction. 


Sulfasuxidine” suspension with pectin and kay 


Infants: 2-3 teaspoonfuls, 4 times daily. ; 
Children: 1-2 tablespoonfuls, 4 times daily. 
Adults: 2-3 tablespoonfuls, 4 tires daily. 
Supplied in 16 fl. oz. Spasaver@ bottles. 
Sharp & Dohme, Philadelphia 1, Pa. 
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The important in theobromine therapy 


For maximum clinical efficiency, 

Theobromine Salicylate (6 grains in 

each tablet of T C S) has an 

exceptionally high solubility in the 

average mild alkalinity of the small 

intestine (86% soluble at pH 7.3) and 

is consequently well absorbed and 

efficient in action. Contrariwise, 

through the addition of calcium 

salicylate (1 grain in each tablet), the ; 
solubility of Theobromine Salicylate ' 
in tenth normal hydrochloric acid 

(average gastric acidity) is low and 

the tablet is well tolerated. Each 

tablet of T C S also contains 44 grain 

phenobarbital for desirable mild 

sedation. The average dosage of TC S 

‘is one tablet three times a day. 

William P. Poythress & Co., Inc., 

Richmond 17, Va. 


Available in 
bottles of 
50 and 250 tablets. 


TCS 


TABLETS 


=| OYTHRESS 


RICHMOND VIRGING, 
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now. ee 
POSITIVE 
penicillin 
dust therapy 


~ 


UPJOHN POWDER INHALER | 


1. positive pressure 
Equolized distribution throughout the 
upper and lower air passages, even into the 
aveoli of the lungs,as =. 
@. simple, positive bulb pressure actively 
projects powder stream, 
b. simultaneously aided by aspiration. 


co 


2. positive simplicity 
a. Upjohn inhaler is as easy to use as 
a household atomizer. 


b. Facilitates both nasal and oral 
powder inhalations. 


3. positive economy~ 

G. Easily cleaned and kept for sepounai-a use. 
b. Penicillin powder capsules at low cost. 
Upjohn Inhaler packaged with 3 capsules of Inhalation 
Penicillin, Crystalline Penicillin G Potassium for 


Inhalation Therapy, 100,000 Int. Units per capsule. 
Replacement capsules in vials of 3. 
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in peptic ulcer therapy 


'* the combination of ion-exchange polyamine resin and gas- 


tric mucin, is a new and significant advance in ulcer therapy. Unlike the host of 
ordinary “antacids,” Resmicon utilizes new principles for the relief of pain and 
control of damage in peptic ulcer. 


furnishes a non-toxic, non-absorbable ion-exchange polymer, or 
resin, which does not “neutralize” or “buffer” hydrochloric acid, but simply 
takes it out of action. At the same time it inactivates pepsin. Pain and distress 
are thereby rapidly controlled. There are no side actions. 


(RESMICON) furnishes gastric mucin for protection of the eroded area by 
forming a dense, tenacious coating over the gastric mucosa. Long clinical 
experience has pointed to the indispensability of mucin’s natural protective 
barrier action. But its full potentiality has hitherto been unrealized because of 
lack of simultaneous control of gastric acidity and pepsin. 
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as- tablets relieve ulcer pain within 5 to 10 minutes. Relief is usu- 


of ally complete and prolonged. Side actions usual with “neutralizing” antacids 
nd (rebound hyperacidity; constipation) are absent. Resmicon — an out- 
standing approach to ulcer therapy —is new and important. 


tablets contain 170 mg. specially prepared gastric mucin 
and 500 mg. anion-exchange polyamine polymer resin. Typical dosage 
inhyperacidity: Chew thoroughly 1 tablet every 3 or 4 hours, or as nec- 
essary; in peptic ulcer (acute phase): Chew thoroughly 1 or 2 tablets 
every 1 or 2 hours and 2 to 4 hours prior to bedtime. No fluids should 
be taken for a period of one-half hour following administration. 
Antispasmodics may be administered concurrently. Proper dietary 
precautions should be observed or (for routine management) 1 or 
2 tablets every 2 or 3 hours and after meals. 


Supplied in bottles of 84 tablets. 
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an entirely new approach 


The intensity of pain is determined, in no small degree, 

by the patient’s mood. It follows that any measure which will 

lessen your patient’s preoccupation with his pain 

will actually make him feel his pain less. 

EDRISAL contains two analgesics of established effectiveness. 

But, just as important, it also contains the logical anti-depressant, 
Benzedrine* Sulfate. Thus Edrisal not only relieves your patient’s 
organic pain, but also relieves his anxiety over it. In Edrisal, 

therefore, you have a unique weapon—a double-barreled weapon—, .. 
for the relief of pain. 


Each Edrisal tablet contains acetylsalicylic acid (2.5 gr.), phenacetin (2.5 gr.), and ‘Benzedrine’ Sulfate 
(2.5 mg.). For samples and full information, write us at 429 Arch St., Philadelphia 5, Pa. 


Smith, Kline & French Laboratories, Philadelphia 


drisal 


its dual action relieves pain - lifts mood 


“T. M. Reg. U. S. Pat. Off. for racemic amphetamine sudfate, S. K. F. Photo courtesy University of Pennsylvania Museum. 
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SO VITAL FOR OPTIMAL HEALTH 


In the achievement and maintenance of 
optimal health, no other single influ- 
ence looms so vital as sound nutrition. 
In fact, so important is this principle to 
preventive medicine that optimal nutri- 
tion has become the basis of all modern 


. day health programs. 


When nutritional health is threat- 


- ened, as in dietary restrictions often 


imposed by disease, or during conva- 
lescence, or when the nutrient intake 


is insufficient because of other reasons, 


the multiple dietary supplement Ovaltine 


in milk is: especially useful for over- 
coming nutrient deficiencies of the diet. 

Three glassfuls daily may readily 
supplement even poor diets to ade- 
quacy. Easy digestibility makes its 
many valuable nutrients—vitamins, 
minerals, biologically complete protein, 
and food energy—quickly available. 
The pleasing flavor adds to its wide 
applicability and usefulness. 

The table below gives the amounts 
of nutrients in three glassfuls of Oval- 
tine in milk. 


THE WANDER COMPANY, 360 N. MICHIGAN AVE., CHICAGO 1, ILL. 


676 
32 Gm. 
CARBOHYDRATE .... 65Gm. 
1.12 Gm. 
PHOSPHORUS ..... 0.94 Gm. 


Three servings daily of Ovaltine, each made of 
Ya oz. of Ovaltine and 8 oz. of whole milk,* provide: 


*Based on average reported values for milk. 


Two kinds, Plain and Chocolate Flavored. Serving for 
serving, they are virtually identical in nutritional content. 


VITAMINA ...... 3000 1.U. 
VITAMINB, 1.16 m 

RIBOFLAVIN. 2.0 mg. 
VITAMINC 30.0:mg. 
VITAMIND ...... 417 1.U. 


43 
4 4 
wa 
, 
& 
| 
\ 
d 


44 


SOUTHERN MEDICAL JOURNAL May 1949 


of 
wrines used by early Babylonian and Egyptian physicians. 


centuries to perfect 
seconds to perform 


When Sumerian and Babylonian physicians, circa 4000 B.C., noted the 
varying colors and constitutions of the “water of the phallus,” they were 
probably not the first uroscopists in history. They were assuredly not the 
last, for fifty-odd centuries were to elapse before Fehling’s first paper on the 
copper reduction test for urine-sugar appeared in 1848. 

But centuries to perfect diagnostic procedures are condensed into seconds 
to perform the reliable Clinitest® method for urine-sugar levels. From start 
to finish, the test takes less than a minute. This tablet method is simplicity 
itself . . . readily learned by every diabetic patient. External heating is 


uniquely eliminated by the Clinitest procedure. Routine test interpretation 
is made easy. 


Clinitest 


for urine-sugar analysis 


3 
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“Buy U.S. Savings Bonds 
during the Opportunity Drive,” 


SAY THESE LEADING AMERICANS 


PHILIP MURRAY, President, 
Congress of Industrial 
Organizations 


“The C.1.0. has endorsed every 
effort to encourage the worker to 
put more of his earnings into U. S. 
Savings Bonds. They represent 
both security and independence.” 


CHARLES F. BRANNAN, 
Secretary of Agriculture 


“JT am heartily in favor of the 
Opportunity Drive to buy more 
U. S. Savings Bonds. Everyone en- 
gaged in farming should recognize 
the importance of a backlog of in- 
vested savings as a means of realiz- 
ing the agricultural opportunities 
of the future.” 


WINTHROP W. ALDRICH, 
Chairman, Chase National Bank 


“J believe that every individual 
who can possibly do so should buy 
more U. S. Savings Bonds. These 
bonds represent one of the best in- 
vestments of our time.” 


WILLIAM GREEN, President, 
American Federation of Labor 


“For the working man, an in- 
creased investment in U. S. Sav- 
ings Bonds can mean not only 
increased security but increased 
ability to take advantage of the 


Contributed by this magazine in cooperation with the 
Magazine Publishers of America as a public service. 


opportunities in America today. 


uRING May anp June, the U. S. Savings Bond Oppor- 
D tunity Drive is on! 

It is called the Opportunity Drive—because it is truly an oppor- 
tunity for you to get ahead by increasing your own personal 
measure of financial security and independence. 


If you haven’t been buying Savings Bonds regularly, start 
now. 


If you have been buying them. add an extra Bond or two to 
your purchases this month and next. Remember—you'll get 
back $4 for every $3 in a short ten years’ time! 


Put More Opportunity 


in Your Future... 


INVEST IN U. S. SAVINGS BONDS 


May 194 
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Tablets Buffered 
CRYSTALLINE | 
PENICILLIN -G 
POTASSIUM 


250,000 UNITS 


the 
of Gonouhea 


By means of a single orally administered dose 
of penicillin taken as soon as possible after 
exposure, and preferably within 2 hours, the 
development of gonorrhea can usually be pre- 
vented. In a recently reported preliminary 
study, * the incidence of infection was dropped 
from 43 cases in 3,616 liberties among un- 
treated controls to 2 cases in 1,239 liberties; 
there is reason to believe the two infections 
may have been due to failure to take the 
medication after exposure. 

The subjects received a single buffered tab- 


let of penicillin containing 250,000 units. No 
contraindications to this practice were de- 
tected. Ideally, the penicillin should be taken 
within two hours after exposure, but some 
protection is afforded even after an interval 
of six to eight hours. 

Tablets Buffered Crystalline Penicillin G 
Potassium-C.S.C., individually wrapped in 
foil, are supplied in two potencies: 250,000 
units each and 500,000 units each, in boxes 
of ten. Either may be employed, depending 
upon the clinical situation. 


*Eagle, H.; Gude, A. V.; Beckman, G. E.; Mast, G.; Sapero, J. J., and Shindledecker, J. B.: Prevention 
of Gonorrhea with Penicillin Tablets. Preliminary Report, Pub. Health Rep. 63:1411 (Oct. 29) 1948. 


CIAL SOLVENTS CORPORATION © 17 EAST 42nd STR 
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COADJUVANTS 


Following his work on pellagra, Dr. Joseph Gold- 
berger reported that “The primary etiological dietary 
factor in pellagra is a faulty protein (amino acid) 
mixture, a deficiency in some as yet unrecognized 
dietary complex (possibly a vitamine), or some com- 
bination of these.” 


Later research has proven the theory that a com- 
bination of these factors cause pellagra. Elvejhem 
and his associates, in 1937, discovered that nicotinic 
acid is an important factor in the relief of pellagra. 
In 1945, Krehl and his coworkers noted that the amino 
acid tryptophane had a decided effect on the growth 
of rats fed a pellagra producing high corn diet; and 
in 1948, Luecke and his colleagues demonstrated the 
relationship of nicotinic acid, tryptophane and protein 
in animal] nutrition. 


Junqueira and Schweigert have shown that a lack 
of pyridoxine (B6) inhibits the metabolism of trypto- 
phane to nicotinic acid, and Krehl found folic acid to 
be an important factor in nicotinic acid deficiency. 


These are but a few of the findings which emphasize 
the interrelationship of the factors required to effect 
the cure of pellagra, and that these and probably other 
factors are coadjutives—reciprocally helpful and mu- 
tually aiding. 


Goldberger recommended dried brewers’ yeast be- 
cause he found it supplied all of the needed factors. 
The Vitamin Food Company furnished it to Dr. Gold- 
berger. He found it very potent and very reliable in 
the P-P factor. VITA-FOOD Brewers’ Yeast remains 
a dependable source. 


Samples to physicians and hospitals 


VITAMIN FOOD COMPANY, INC. 


Vitamin Research Laboratories, Inc. 
187 Sylvan Avenue Newark 4, N.J. 
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individua 
in 


spasmolytic 


prescription 


writing 


Individualized management of complex spasti 

dromes is particularly facilitated by use of Donna 
Elixir—the spoonfed spasmolytic agent whose supa 

rior efficacy derives from its precise balance of thei 
principal natural alkaloids of belladonna, plus phe- 
nobarbital ® With it may be administered judi- 
cious selections from a wide variety of gastric, 
intestinal, bronchial, urinary, analgesic, or other 
drug agents with which it is entirely compatible 


... for the precise pharmacotherapy you desire. 
Write for suggestive formulary for your ready reference. 


Each Scc of Donnetal Elixir contains: 

Hyoscyamine Sulfate 0.1037 mg. 
2 Atropine Sulfate 9.0194 mg. 
Hyoscine Hydrobromide mg. 
Phenobarbital (14 gr.) 16.2 mg. 


elixir 


Donnatal Tablets 
and Donnatal Capsules 


_ Richmond 20, Va. 
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Also available as Donnatal Teblets and Donnateal Capsules plus 
Ethical Phormoceuticels of Merit since 1878 
= 
a } 


To obtund pain without recourse to narcot- 
ics—yet better than the patient’s medicine 
cabinet can—becomes a daily professional 
obligation. That’s why Phenaphen was 
formulated with calculated pharmaco- 
logic precision .. . the analgesic action 
of its aspirin — phenacetin components 
being implemented and prolonged by its 
phenobarbital content (which helps 
allay apprehension ... its hyoscyamine 
further increasing overall efficiency 
through local anodyne action. Phenaphen 
—the astute professional prescription for 
pain — is promoted to physicians only. 


Each tablet or capsule contains: 


Phenacetin (3 gr.) 194 mg. 
Acetylsalicylic Acid (244 gr.) 162 mg. 
Hyoscyamine Sulfate 0.03 mg. 


A. H. Robins Co., inc. 
ETHICAL PHARMACEUTICALS OF MERIT SINCE 1878 


Richmond 20, Va. 


% 
ve + 
the synergic 
formula 
for maximum 
non-narcotic 
analgesia 
i Phenobarbital (434 gr.) 16.2 mg 
@ phenaphen 
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amply confirmed.* 


Substantially higher blood and liver levels are obtained with aqueous solutions of 
vitamin A, while loss through fecal excretion is only 1/5th that of vitamin A given 


in oil solution. 


vi-syneral vitamin drops 


That vitamin A in aqueous solution is more readily and more fully absorbed and 
utilized than vitamin A in oily solutions (such as percomorph liver oils) is now 


100% natural vitamins D and A 
in aqueous solution... 

the original aqueous 
multi-vitamin solution 
marketed since 1943. 


Vitamin A 5,000 U.S.P. Units 
Vitamin D 1,000 U.S.P. Units 
Each 0.6 ce. Ascorbic Acid 50 mg. 
as marked on dropper | Thiamine 1 mg. 
supplies: Niacinamide 5 mg. 
Riboflavin 0.4 mg. 
Pyridoxine 0.1 mg. 
Pantothenic Acid 2mg. 


In aqueous solution... contains no alcohol 
Perfect miscibility with infant’s formula, 


milk, etc.; no fish taste or odor. 


*Send for sample and literature 


u.s. vitamin corporation 
casimir funk laboratories, inc. (affiliate) 


250 E. 43rd St., New York 17, N.Y. 


500% | greater absorption | 
85% highe: liv storage 
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For mixed infections 


ITROFU RAZONE) 


OMY BY On ON Tus 
Uses AVAILABLE TO PHYSICIANS 

APATION FoR Topicat 


When focal contamination of the postoperative wound ts unavoidable, the effectiveness of 
Furacin against many gram-negative and gram-positive organisms has been shown to be of value. 
Shipley et al.* reported its prophylactic use in 2 cases of colostomy, where the incisions healed by 
early granulation even in the presence of fecal material. McGivney* recommended application of 
Furacin Soluble Dressing to postoperative anorectal wounds at each examination. Furacin® brand of 
nitrofurazone, is availahle as Furacin Soluble Dressing (N.N.R.) and Furacin Solution (N.N.R.) 
containing 0.2 per cent Furacin. These preparations are indicated for topical application in the pro- 
phylaxis or treatment of infections of wounds, second and third degree burns, cutaneous ulcers, 
:pyodermas and skin grafts. Literature on request. 


EATON LABORATORIES, INC., NORWICH, 


*8hipley, E. R. and Dodd, M. C.: Surg., Gynec. & Obst. 84 :366, 1947. © McGivney, J.: South. M. J, 41:401, 1948, 
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81000 RESPONSE TO HYPOTENSIVE pRuGs 
OF EFFECT—woURS 
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FOR THE HYPERTENSIVE 


Veratrite affects a marked relief of headache, palpitation 
and dizziness in hypertensive subjects, together with a calm, grad- 
val fall in blood pressure in the majority of cases of less-than- 
severe degree. The patient experiences a feeling of comfort and 
well-being. The prolonged effects of Veratrite are largely depend- 
ent upon its veratrum viride content in bio-assayed form. Veratrum 
viride, in Craw Units, has been established to have a hypotensive 
action for as long as 14 hours. 


Each tabule contains: veratrum 


a 
® viride (bio-assayed) 3 Craw 
Units; sodium nitrite 1 grain; 
phenoborbital % grain. Liter- 


ature and samples on request. 


IRWIN, NEISLER & COMPANY DECATUR, ILLINOIS 
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| the preferred 
| Tw" HUMAN CHORIONIC GONADOTROPHIN 


now available in vials for easily adjusted dosage 


Any Desired 
Therapeutic Strength 

from 1,000 |. U. to 
10,000 |. U. per cc — Ba 


Prepared for Injection 


Uniformly Potent 
Dependably Stable 
Highly Purified 


For the treatment of cryptorchidism, 
hypogonadism, threatened and habitual 
abortion, menstrual disturbances due 


to defective luteal function. 


Pregny! Literature Available to Physicians Upon Request 


ORGANON INC. ORANGE, N. J. 


(formerly known as Roche-Organon Inc.) 


| 52 
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| Very Easily and 
10,000 1. U. PER VIAL 
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when the 
diagnosis 


is seborrheic 


dermatitis... Remember that 
Pragmatar— 


the outstanding 


tar-sulfur-salicylic 


acid ointment— 


is now recognized 


as one of the most 


effective preparations 


available for the 


treatment of 


seborrheic dermatitis. 
d icularly f 
Pragmatar 


and hygiene of the 


Highly effective in an unusually 


seborrheic scalp. 
wide range of common skin disorders 


Pragmatar is also 


Forweta: cetyl aleohol-coal tar distillate, 4%; extremely useful 
near-colloidal sulfur. 3°C; salicylic acid, 3%— 
incorporated in a special washable base. 

Available in 1'2 oz. jars. eczematous eruptions. 


in fungous infections, 


psoriasis and 


pityriasis rosea. 


Smith, Kline & French Laboratories, Philadelphia 
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many features which have won for Phosp 
an impressive record of clinical acceptanc 
outstanding is its ease of administration. This, together with 
its controlled action, and its freedom from undesizable 
I Mects, gives assurance that ever ipt 
effec prescription 
Soda (Fleet) will result in the 


ective — yet gentle _ catharsis. 


PHOSI 
(FLEET) 


Seda OF Soda SIDE Soda ADMINIS~- Seda 
(FLEET) ACTION TRATION (FLEET) 


Prompt action Flexible Dosage 
Thorough action No Development Uniform Potency 
WV Gentle action of Tolerance Pleasant Taste 
Free from 


Y Free from Y 
Mucosal Irritation WY Nonhabituating Cumulative Effects 
Phospho-Soda (Fleet) is a solution containing in each 100 ce. sodium biphosphate 48 Gm. and sodium phosphate 18 Gm. 


ACCEPTED FOR ADVERTISING BY THE JOURNAL OF THE AMERICAN MEDICAL ASSOCIATION 


54 
f | May 1949 
| through ease ot administration 
3 B. FLEET CO., INC. - LYNCHBURG, VIRGINIA, 
CHECK LIST for choice of a laxative . 
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1824 The Tilden Company (Elam Tilden) started manufacture and sale of 
| Ointments, Lozenges, Pills, Syrups, Inspissated Juices, and Crude Drugs. 
l 1825 First Thermometer manufacturer, Kendall, flourished in New Lebanon, N. Y. 
1826 First Steam Locomotive. 

| 1828 First Railroad. 

183] First Reaper. 

| 1837 Telegraph. 

1842 Ether. 

| 1846 First Sewing Machine. 

l 1847 The American Medical Association founded. 

1848 First Fluid Extracts Made by Tilden. 

l Changed Name from Elam Tilden to Tilden & Company. 
1849 California Gold Rush (just 100 years ago). 

| 

| 

| 

| 

| 

| 

| 


1850 = Tilden built and operated a four pot glass bottle plant at New Lebanon, 
through to |870. 


1857 Tilden sugar coated the first pills. 

1858 Tilden opened New York office and store at 99 John Street. 

1859 Tilden printed first Materia Medica. 

1859 First Oil Well. 

1860 Tilden first to coat pills with gelatin. 

1862 Tilden made the first Solid Extract of coffee with cream and sugar. 
1867 Purchase of Alaska. 

1871 Chicago Fire. 

1874 Samuel J. Tilden elected Governor of New York. 

1876 Samuel J. Tilden candidate for President—elected and cheated out cf it. 
1877 First Phonograph. 

1880 Tilden built their own telephone line from its offices to Pittsfield, Mass., 


12 miles. This was the only telephone in the town until a telephone 
company was formed in 1894. 


| 
| 1886 Ten million dajlars endowed by Samuel J. Tilden to New York Public 
Library via Tilden-Astor-Lennox Foundation. 
| 1887 The first successful appendectomy, in Philadelphia. 
1889 Johnstown Flood. 
| 1893 The Tilden Company Incorporated in New York State and changed name 
from Tilden and Company to The Tilden Company. 
| Tilden opened St. Louis office and manufacturing branch. 
| 1898 Tilden built present offices and laboratory from wood cut off his own land. 
1903 First Movie financed by J. H. Cox and S. J. Tilden II. 
| 1906 Pure Food and Drug Act. 
| 
| 
| 
| 
| 
| 
| 


roots 
125 
years 
deep 


Many momentous 
events have occurred 
since The TILDEN Com- 
pany began manufac- 
turing pharmaceuti- 
cals 125 years ago. 


1906 San Francisco Earthquake and Fire. 
1908 First successful Plane Flight. 

1908 First Automobile. 

1917 U.S. entered World War |. 

1922 Banting discovered insulin. 


1922-1940 Fleming cultivated crude Penicillin, Florey isolated highly active 
rug. 


1932 New Deal. 
1935 Therapeutic effects of Sulfonamides discovered by Domagk. 
War declared. Pearl Harbor, December 7. 
Streptomycin first isolated by Waksman. 
President Harry S. Truman takes office. 
War with Japan ended August 14. 
President Truman elected President. 


125 YEARS OF FAITHFUL SERVICE TO THE L D E 


MEDICAL PROFESSION . . . BY THE OLDEST 


MANUFACTURING PHARMACEUTICAL House P A R A C U T A L 


IN AMERICA! FOUNDED 1824 
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natural preference 


A revealing test! recently was conducted on a group of cardiac 
patients in congestive failure, treated with intramuscular injec- 
tions of different mercurial diuretics, the identities of which 
were unknown at the time to both patients and observers. The 
results showed that the majority clearly evinced a decided— 
and natural—preference for a diuretic agent that caused the 
least pain and discomfort — 


Similarly, Gold et al? prefer MERCUHYDRIN in their routine 
treatment of the failing heart because “‘it is less irritant to the 
muscle and is less apt to produce pain”. 


MERCUHY DRINis also preferred by the treating physician 
because of its dependability. It is well tolerated systemically,?-4 
excellent water and salt diuresis is obtained,!.4-6 and the diuretic 
response by intramuscular injection is the same as by intra- 
venous injection.!:4 With a systematic schedule of early and 
frequent administration producing controlled diuresis, 
MERCUHYDRIN aids greatly in prolonging the life, decreasing 
the invalidism and adding to the comfort of the cardiac patient. 
Symptoms of failure, such as peripheral edema, paroxysmal 
dyspnea or acute pulmonary edema, are prevented or mini- 
mized, and the distressing consequences of intermittent 
massive diuresis are obviated. 


DOSAGE: MERCUHYDRIN 1 ce. or 2 cc. intramuscularly or intravenously, injected 
daily or as indicated until a weight plateau is attained. Subsequently, the interval 
between injections is prolonged to determine the maximum period permitted to intervene 
between maintenance injections. 


PACKAGING: MERCUHYDRIN (meralluride sodium solution) is available in 
1 ce. and 2 ce, ampuls. 


BIBLIOGRAPHY: (1) Modell, W.; Gold, H.. and Clarke, D. A.: J. Pharmacol, & 
Exper. Therap. 84:284, 1945. (2) Gold, H., and others: Am. J. Med. 3:665, 1947. 
(3) New and Nonofficial Remedies, Philadelphia, J. B. Lippincott Co., 1947, p. 298. 
(4) Finkelstein, M. B., and Smyth, C. J.: J. Mich. State M. Soc. 45:1618, 1946, 
(5) Reaser, P. B., and Burch, G. E.: Proc. Soc. Exper. Biol. & Med, 63:543, 1946, 
(6) Griggs, D. E., and Johns, V. J.: Influence of mercurial diuretics on sodium excretion, 
to be published, 
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Hem 


The recommended J daily dose of 6 capsules 


provides: Ferrous Sulfate. . . . (15 gr.) 972.0 mg. 


Liver concentrate 1:20. (15 gr.) 972.0 mg. 


Thiamine hydrochloride 

Riboflavin (vitamin . . .. 6.0 mg. 
Pyridoxine hydrochloride 

3.0 mg. 
Calcium pantothenate... . . 3.0 mg. 
Ascorbic acid (vitamimC) . . . 90.0 mg. 


William R. Warner & Co., Inc. 
New York + St.Louis «+ Los Angeles 


A New Hematinic Preparation... 


Tailored 

to the 
Successful 
Treatment 

of 
Hypochromic 


Anemias 


For Therapy 


in hypochromic anemias: 
two (2) HEMOSULES* 
three times a day after meals. 


For Prophylaxis~ 
and/or Maintenance 
in conditions predisposing 
toward anemic states, i 
i.e., pregnancy, fever, i 
respiratory disorders, 
infectious diseases, nutri- 
tional disorders, etc.: 
one to three (1 to 3) 
HEMOSULES?* daily, f 
or more, as prescribed 
by the physician. 
HEMOSULES* ‘Warner,’ 
hematinic capsules, are available 
in bottles of 96 and 250. 
*Trade Mark 
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For the treatment of 
inflammatory chest 
conditions, sprains, 
glandular swellings, 
strains, contusions... 


7 TOPICAL ANALGESIC-DECONGESTIVE MEDICATION 


Z 
REDUCES CONGESTION 
E 7 The effect of Numotizine is so prolonged 
MUMOTIZINE that one application 4% inch thick lasts 
eight hours or more. No heating required. 
Supplied in 4, 8, 15 and 30 oz. jars. 


NUMOTIZINE, INC. 


900 N. FRANKLIN STREET ¢ CHICAGO 


aphen MIGRAINE attacks 


EFFECTIVE 
\ 


oral TREATMENT 
OF MIGRAINE ATTACK 


/ Sandoz proudly announces the first effective oral treatment of 
migraine— 
j Clinical investigation’ demonstrated that 80% of a series of cases 
: JA experienced good results. Best results were obtained in migraine, 
histamine and tension headaches. 
> Friedman,? in a large series of migraine cases, found Cafergone 
55% more effective than ergotamine tartrate alone. 
Later reports*:* were equally favorable. 


1. Horton, B. T., Ryan, R. E. & Reynolds, J. L., Proc. 
Staff Meet. Mayo Clinic, 23:105, Mar. 3, 1948. 

2. Friedman, A. P., N. Y. State Jl. of Med. (in press). 

3. Ryan, R. E., Postgraduate Medicine (in press). 


® (ergotamine tartrate 1 mg.; caffeine 100 mg.) 4 Hansel, F. K., Annals of Allergy (in press). 
(Experimentally identified as E.C. 110) 


SANDOZ PHARMACEUTICALS 
Division of SANDOZ CHEMICAL WORKS, INC. 


| SANDOZ 
NEW YORK 14, N. Y. * CHICAGO6, ILL. » SAN FRANCISCO8, CALIF. 


Originality + Elegance + Perfection 
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One of America’s Fine Institutions . . 


Dedicated to the Scientific Treatment of Nervous and Mental Disorders . . . 
...Ina Setting of Inviting Friendliness and Simple Grace . . . Elevation 1,200 Feet 


tlanta ice, 384 Peachtree Street eservation Necessary 
Dr. Willis T. McCurdy, Attending Physician 
Dr. J. Rufus Evans, Attending Physician BROOK HAVEN MANOR SANITARIUM 


Elizabeth Hancock, Psycho-Therapist STONE MOUNTAIN, GA. 


85 Consulting Physicians and Surgeons 
We do not treat acute alcoholic intoxication or narcotic addiction 


APPALACHIAN HALL 


ASHEVILLE, NORTH CAROLINA 


An institution for rest, convalescence, the diagnosis and treatment of nervous and mental disorders, 
alcohol and drug habituation. 

Appalachian Hall is located in Asheville, North Carolina. Asheville justly claims an unexcelled 
all year round climate for health and comfort. All natural curative agents are used, such as 
physiotherapy, occupational therapy, shock therapy, outdocr sports, horseback riding, etc. Five 
beautiful golf courses are available to patients. Ample facilities for classification of patients. Rooms 
single or en suite with every comfort and convenience. 


For rates and further information write Appalachian Hall, Asheville, N. C. 
Wm. Ray Griffin, M.D. M. A. Griffin, M.D. 
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Charles B. Towns Hospital 


Established 1901 


FOR ALCOHOLISM, NARCOTIC 
and BARBITUATE ADDICTIONS 


Exclusively 
THE TOWNS TREATMENT is a medical and psy- 
chiatric procedure. 


Withdrawal of narcotics, either opiates or synthetics, 
is by gradual reduction and specific medication. 


After 47 years, this treatment is generally accepted 
as standard. 


Physicians and psychiatrists in residency. Trained 
nursing, physio and hydrotherapy staff. 


Patients are assured of complete privacy if desired. 
Length and cost of treatment are pre-determined. 


Advantageously situated facing Central Park. So- 
— and recreation roof. Excellent cuisine and 
service. 


Literature On Request 


W. D. SILKWORTH EDWARD B. TOWNS 
Medical Supt. Director 


293 Central Park West, New Yerk 24, N. Y. 
SChuyler 4-0770 


Member American Hospital Assoc. 


Our ad also appears in J. A. M. A. and other 
leading medical journals. 


For Patients With 
Alcoholic Problems 


—The Farm 


A non- institutional arrangement in 
Howard County, Maryland, for the 
individual psychological rehabilitation 
of a limited number of selected vol- 
untary patients with ALCOHOL prob- 
lems — both male and female — un- 
der the psychiatric direction of 


Robert V. Seliger, M.D. 
CITY OFFICE: 
2030 Park Avenue, Baltimore, Md. 


Saint Albans Sanatorium 
RADFORD, VIRGINIA 


A modern, ethical institution, fully equipped for the diagnosis, care and treatment of 
nervous and mental diseases and selected addiction cases. 2,000 feet elevation. Rates 
reasonable. Occupational and Hydrotherapy Departments. 


J. P. King, M.D. J. K. Morrow, M.D. 


D. D. Chiles, M.D. T. E. Painter, M.D. 
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CITY VIEW 
SANITARIUM 


For the diagnosis and treatment of 
nervous and mental disorders, and 


addictions to alcohol and drugs. 
Established 1907 


NASHVILLE, TENNESSEE 


ALLEN’S INVALID HOME 


Established 1890 
MILLEDGEVILLE, GEORGIA 


For the treatment of 
Nervous and Mental Diseases 
Grounds 600 Acres — Buildings, Brick 
Fi Cc. £. © 2 t 
Site High and Healthful 


E. W. ALLEN, M. D. H. D. ALLEN, M. D. 
Department for Men Department for Women 


Terms Reasonable 


in the 


HILL CREST SANITARIUM 


FOR NERVOUS AND MENTAL DISEASES AND ADDICTIONS 
Insulin and Electro-Shock Therapy used in Selected Cases. Gradual Reduction Method used 


Thoroughly modern in architecture and construction. 


the city, and sur 


d by an 


James A. Becton, M.D., Physician-in-charge 


Established 


P. O. Box 2896, Wocdlawn Station, Birmingham 6, Ala. 


of / 

in 1925 

n Eight departments—affording proper classification of patients. 

outside rooms, attractively furnished. Several bathrooms and rooms with private bath on each floor. Also a 

Spacious sun parlor in each department. Located on the crest of Higdon Hill, 1050 feet above sea level, overlooking 
’ d p of beautiful woodland. Ample provision made for diversion and helpful 

Occupation. Adequate night and day nursing service maintained. 


James Keene Ward, M.D., Associate Physician 
Phones 9-1151 and 9-1152 
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Aluminum PENICILLIN. 


ORAL TABLETS 


Aluminum Penicillin Oral Tablets are clinically effective in the treat- 
ment of penicillin susceptible infections. 

Containing the almost insoluble trivalent aluminum salt (not a mix- 
ture), they provide for maximum utilization of the dose administered. 

Low solubility of Aluminum Penicillin renders it much less liable to 
inactivation in the stomach. Destruction in the intestinal tract is in- 
hibited by the addition of sodium benzoate. Slow conversion to a 
readily absorbed form in the more alkaline conditions of the intestinal 
tract enhances clinical effectiveness. 

Aluminum Penicillin is not toxic in doses far exceeding those used 
therapeutically and does not cause gastric disturbance. 

Detailed information will be sent to physicians on request. 


Specify Aluminum Penicillin Oral Tablets, H. W. & D. 
Supplied in vials of twelve tablets each containing Aluminum 
Penicillin, 50,000 units, and sodium benzoate, 0.3 gram. 


Op. 
@/ ble *Patent applied for @ 
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PYOGENIC EMPYEMA WITH EXTENSION 
BELOW THE DIAPHRAGM* 


By Witt1AM LEHMAN Guyton, M.D., F.A.C.S. 
Waynesboro, Pennsylvania 
and 
Howarp W. Jones, Jr., M.D. 
Baltimore, Maryland 


The perforation of the chest wall by a py- 
ogenic thoracic empyema is not an: uncommon 
occurrence. However, extension into the ab- 
domen is relatively rare, as the diaphragm ap- 
pears to form an effective barrier against its 
downward spread. 


A review of the literature reveals only twelve 
cases of transdiaphragmatic extension of thor- 
acic empyema due to pyogenic organisms (Ta- 
ble 1). 


Three cases of pyogenic empyema with ex- 
tension below the diaphragm were observed by 
the authors in a period of seven years. 


Case 1—W. H., C. H. H. No. 11396, a 57-year-old 
white man, was admitted to the Surgical Service of 
the Church Home and Hospital on December 8, 1938, 
complaining of pain in the lower left abdominal quad- 
rant. 


He had become ill on September 5, 1938. A diagnosis 
of lobar pneumonia was made and symptomatic therapy 
instituted. His convalescence was slow, but uneventful, 
until November 20, 1938, when he experienced sharp 
pain in the lower left abdominal quadrant. 


The admission temperature, pulse and respiratory 
rates were 100.2° F., 88, and 18, respectively. The pa- 
tient was poorly developed, poorly nourished and 
markedly debilitated. There were pallor of the skin and 
mucous membranes, slight cyanosis of the nail beds and 
evidence of recent weight loss. The patient coughed 
frequently, producing a moderate amount of mucoid 


*Received for publication November 4, 1948. 


*From the Surgical Service of the Church Home and Hospital, 
Maryland. 


Baltimore, 


sputum. The contour of the chest was slightly emphy- 
sematous and there was prominence of all the bony 
structures. A respiratory lag was noted on the left side. 
Coarse moist rales were heard throughout the chest. 
The cardiac outline was within normal limits by per- 
cussion, the heart sounds were distant and no murmurs 
were heard. There were thickening of the peripheral 
arteries and absence of the dorsalis pedis pulsation. 
The blood pressure was 90/54 in the right arm. The 
abdomen was symmetrical and moderately distended. 
In the left lower quadrant near the anterior superior 
spine there was a small, superficial, tender, sausage- 
shaped mass which appeared to extend into the inguinal 
canal. The left external inguinal ring was relaxed and 
a definite impulse was felt. Coughing caused pain in 
this region. 

The hemoglobin was 60 per cent, the red blood cell 
count 3,600,000 and the white blood cell count 20,200, 
of which 87 per cent were nolymorphonuclear cells. 


An x-ray of the chest on December 9, 1938, showed 
elevation of the left diaphragm and rotation of the 
heart. There was a dense shadow in the mid-portion of 
the left lung field, which was interpreted as being 
encapsulated fluid (Figs. 1 and 2). A gastro-intestinal 
series on December 14, 1938, showed evidence of partial 
obstruction in the small bowel. 


On December 15, 1938, an exploratory laparotomy 
through a lower left rectus incision was performed 
under local anesthesia. The bowel appeared normal. 
A retroperitoneal hematoma involving the psoas muscle 
was discovered. An extraperitoneal McBurney incision 
was made. Old clotted blood and serosanguineous fluid 
were found over the internal oblique muscle. By follow- 
ing the tract with the finger the substance of the psoas 
muscle was entered. This incision was drained. A cul- 
ture of the exudate revealed Diplococcus pneumococcus, 
Type III, in pure culture. 


The postoperative course was uneventful until De- 
cember 17, 1938, when the patient was found dead in 
bed. 

The autopsy was performed six hours after death. 
The left lung was densely adherent to the pleura and 
the diaphragm. There was an area of encapsulated 
empyema between the upper and lower lobes. This had 
extended to the parietal pleura in the mid-axillary line 
and then downward to dissect the attachment of the 
diaphragm from the chest wall. There was free com- 
munication with the retroperitoneal space. The left 
perirenal region, the sheath of the psoas muscle and the 
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lateral colic gutter were distended by an indurated lumbar region and the left groin with radiation to the 
hemorrhagic mass. This abscess extended into the pelvis left testicle. The pain became very severe, the tempera- 
and also communicated with the McBurney incision. ture increased to 101° F., and the drainage became 
There was an abdominal aortic aneurysm approxi- very profuse. 


mately six centimeters in diameter arising from the In the early part of June, 1939, he had a paroxysm 
mid-portion of the aorta. The sac was encased by the of uncontrollable coughing. The following day he pes 
inflammatory mass, but there was no direct connection ticed a mass in the left loin. 

between the two. The aneurysmal wall was ragged and 
friable and was the site of a perforation, which had 
given rise to a massive hemorrhage. 


The patient had had typhoid fever at the age of 25 
years and at the age of 33 he had had an illness of 
three months’ duration which was diagnosed “severe 

In this case there was a latent period of three eee ee pos brain fever.” In 1935, “coronary 
months before subjective signs of dissecting ‘!*ombosis” with two subsequent relapses kept him 

. ‘ inactive for more than six months. 
| empyema appeared. The abdominal aortic 


ate oe The patient’s admission temperature, pulse and respira- 
aneurysm, an incidental finding, was secondary ory rates were 101.2° F., 90, and 30, respectively. 


to the extension of the exudate. He was a well-developed, thin white man who occasion- 


- ally cried out from twinges of pain in the region of 
2 -year- 

Case 2—C. W,, C. i. H. No. 20794, a 56-year-old the left hip. In the left lumbar region overlying the 
white man, was admitted to the Church Home and crest of the ilium there was a large, infected, granu- 
Hospital ra November 36, 8999, — laining of draining lating wound, with extensively undermined skin edges 
sinuses of the left hip of we mouths duration. The expansion of the hemithoraces was limited. The 

In May, 1939, the patient experienced pain in the heart sounds were distant and of poor quality; no mur- 
left lumbar region which caused him to stoop as he yrs were heard. Blood pressure was 102/58. There 
walked. Incision was followed by a profuse and pro- was superficial tenderness in the left lower abdominal 
longed drainage. In July the pain became more severe 


quadrant. 
and was accompanied by a high fever. He was admitted , 
} to a hospital where, after investigation, the drainage and the 
tract was excised. A diagnosis of perinephritic abscess Wee 
was made and the patient discharged. There was relief were polymorphonuclear cells. Hemolytic streptococces 
of pain but the profuse drainage continued. Sympto- and Staphylococcus aureus were cultured from the open 
i matic therapy was continued at home. Three weeks wound. sata Fe 
prior to his admission to the Church Home and Hospital _ A” X-ray examination of the chest revealed a cavity 
he had developed a low-grade fever and pain in the left in the lower left portion of the thorax containing air 


Fig. 1 
Case 1. Roentgenogram of the chest showing elevation Fig. 2 

of the left diaphragm and area of radio-opacity in mid- Case 1. Lateral roentgenogram of chest showing area of 
portion of the left lung field. radio-opacity in mid-portion of left lung field. 
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Fig. 3 

Case 2. Roentgenogram of chest showing pocket contain- 

ing air and fluid in the lower left portion of the thorax. 
and fluid (Fig. 3). On November 27, 1939, the sinus 
tract was injected with an opaque medium. Subsequent 
x-rays showed a double sinus tract in the soft tissues 
of the back. The tract ascended as high as the ninth 
thoracic vertebra and caudally as far as the ileum 
(Fig. 4). 

There was no electrocardiographic evidence of myo- 
cardial disease. 

A partial thoracoplasty with incision and drainage of 

a left psoas abscess was performed on December 1, 
1946, using cyclopropane-oxygen anes- 
thesia. The ninth to twelfth ribs were 
resected. An empyema cavity located 
at the posterior and inferior aspect of 
the chest was entered. The cavity had 
a capacity of approximately 100 cc. 
and the wall was one cm. in thickness. 
A culture of the fluid grew hemolytic 
streptococci and hemolytic staphylococci. 
The cavity was continuous with the 
sinus tract and the previous operative 
incision. The entire tract was opened 
wide, exposing the left kidney, the body 
of the psoas muscle and the pos- 
terior aspect of the parietal peritoneum 
(Fig. 5). 


The postoperative course was pro- 
gressively unfavorable, the patient dying 
on the seventeenth day after operation. 


The autopsy was performed approxi- 
mately three hours after death. There 
was a large operative wound measuring 
50 cm. in length extending from the 


Fig. 4 
Case 2. Roentgenogram following injection of sinus tract 
with an opaque solution. The tract extends from the 
ilium below to the ninth thoracic vertebra above. 
spine of the left scapula to the crest of the ilium in 
the posterior axillary line. The surfaces were necrotic 
and there was an abundant foul exudate. 


The posterior peritoneum overlying the operative site 
was markedly thickened and the left kidney bulged 
into the incision. The left pleural cavity was com- 
pletely obliterated by dense adhesions, and the apex of 
the operative incision was formed by the lower lobe 


Case 2. Sinus tract following operation. Point of clamp indicates left kidney 
bulging into upper end of incision. 
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of the lung. There was involvement of the pleura only, 
as the underlying lung was air containing. 

The pericardial cavity was completely obliterated by 
fibrous adhesions which could not be completely sepa- 
rated. The visceral pericardium was thickened, and 
white in appearance. The underlying musculature was 
grossly negative. Microscopic examination revealed no 
areas of degeneration or fibrosis. 


The diagnosis of coronary thrombosis in Case 
2 was in error, as neither the gross nor the micro- 
scopic examination revealed myocardial damage. 
This illness represented the primary pulmonary 
infection with resultant empyema which lay 
dormant until the onset of the complication four 
years later. 


Case 3—M. S., C. H. H. No. 43974, a 35-year-old 
white woman, was admitted to the Church Home and 
Hospital, Baltimore, Maryland, on January 1, 1946, 
complaining of a draining sinus in the upper right 
quadrant of the abdomen. The past history was non- 
contributory. In June, 1945, seven months before admis- 


Fig. 6 


Case 3. Lateral roentgenogram showing catheter introduced through abdominal 
me of the iodized oil injected 


incision and extending into empyema cavity. So’ 
through the catheter was expectorated by the patient. 
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sion, she had had three teeth extracted. Several days 
following the extractions she complained of chills, fever 
and pain in the chest. On July 10, 1945, she was 
admitted to a hospital with a diagnosis of pneumonia, 
This was confirmed by x-ray examination. No bac- 
teriologic studies were made during this hospitalization, 
She was discharged as well on July 24, 1945. On 
August 18, 1945, she was admitted to another hospital 
complaining of very severe pain in the lower right chest. 
Her temperature, pulse and respiratory rates were 103° 
F., 120, and 28, respectively. She was thought to have 
a recurrence of her pneumonia with consolidation of the 
lower right lung. She was treated with penicillin and 
sulfathiazole and was given oxygen therapy. Morphine 
was required for four days because of severe pain. 
In spite of the chemotherapy she continued to have 
a septic temperature and pain which shifted so as to 
include the upper right abdomen. A diagnosis of subdia- 
phragmatic abscess was made. On September 6, 1945, 
an upper right rectus incision was made. A large mass 
filled the entire right upper quadrant of the abdomen 
and extended to the left beyond the midline. By finger 
dissection pockets of pus were opened in the subdia- 
phragmatic area. There was a large 
abscess of the liver. At least three pints 
of greenish pus were evacuated. Ciga- 
rette drains were inserted. She was dis- 
charged much improved but with an 
unhealed wound on September 19. Bac- 
teriologic examination of the pus re- 
vealed a moderate growth of Bacillus 
coli communis and a few colonies of 
staphylococci. Following discharge from 
this hospital she progressed fairly well, 
but lost weight and had frequent at- 
tacks of coughing during which muco- 
purulent material was expectorated. The 
draining sinus persisted. On admission 
to the Church Home and Hospital on 
January 1, 1946, seven months after the 
onset of illness, her pulse and respira- 
tory rates were 100° F., 100, and 24, 
respectively. There was a sinus tract at 
the upper pole of an old upper right 
rectus incision. She did not appear 
acutely ill, but showed evidence of re- 
cent weight loss. The slightly greenish 
drainage from the sinus tract was strik- 
ingly similar to the sputum. X-ray ex- 
amination, following the injection of an 
opaque solution into the sinus tract, 
showed that this tract connected with a 
subdiaphragmatic cavity which commu- 
nicated with a small empyema cavity, 
which in turn communicated with the 
bronchi of the lower lobe (Fig. 6). Peni- 
cillin solution was instilled into the 
sinus. There was rather rapid diminu- 
tion in cough, and the sinus tract healed. 
She was discharged from the hospital 
on January 16, 1946, as improved. On 
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April 30, 1946, the sinus was still healed and the patient 
had gained weight. 


The literature contains many reports in which 
a primary infection of the abdomen, as from a 
ruptured ulcer, has involved the pleural spaces 
by direct extension; but the history of pneu- 
monia followed in several weeks by an abdominal 
episode makes it reasonable to assume that this 
case represents the less common chain of events. 


GUYTON AND JONES: 


PYOGENIC EMPYEMA 


GENERAL DISCUSSION 


Involvement of the abdomen from a pleural 
infection is possible through the blood stream, 
the lymphatic system, and by direct extension. 


Hematogenous spread implies bacteremia or 
septicemia. In none of the cases was there 
mention of the blood culture nor was there any 
clinical evidence of septicemia. 


Pleural cavity 


and lateral 


arcuate ligament 


Quadratus lumborum. 


Psoas 


External perforation 
Case Il 


Fig. 7 
Anatomic pathways of downward spread of pyogenic empyema resulting in psoas abscess or loin abscess. 
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The flow of lymph is usually cephalad, but in 
the event of proximal blockage of the lymph 
channels, retrograde dissemination of infection 
becomes a definite possibility. 


In the reported cases it appears very likely 
that the abdominal infection resulted from direct 
extension of localized thoracic empyema (Fig. 7). 
Tissue erosion associated with purulent accumu- 
lations is a common observation. In the pos- 
terior aspect of the chest the pathways offering 
the least resistance and the most direct communi- 
cation with the retroperitoneal spaces are those 
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formed by the internal and the external arcuate 
ligaments. From the former there is extension 
into the psoas sheath with subsequent dissection 
to the thigh or groin. 

Purulent exudate eroding beneath the external 
arcuate ligament communicates with the sheath 
of the quadratus lumborum, resulting in the 
formation of a loin abscess. 

Of the fifteen cases included in this report 
nine of the lesions occurred on the posterior 
aspect of the left side. The anatomical relation- 
ship of the liver to the diaphragm and contiguous 


Author Age Sex Bacteriology 


Treatment Results Location 


Pathologic Findings 


F — L&D. 


Spontaneous 


Died Left Autopsy: 
crest of ileum Extended beneath left 
crus of diaphragm and 
followed psoas muscle 
to crest of ilium 


Left lumbar 


drainage 


23 F None 


35 M Strep. 1.&D. 


27 M Staph. L&D. 


Strep. 


Spontaneous Well 
fistulization 


Aspiration 


M Staph. L&D. 


Died Right psoas Autopsy: 
Passage of dissecting 
mass beneath internal 
arcuate ligament to 
form a psoas abscess 


Left lumbar Spontaneous Rupture: 
Abscess pointed two 
inches below twelfth 
rib, near left border of 
spine 


Died Left lumbar Autopsy: 
Bronchiectasis with hole 
in diaphragm and ex- 
tension into loin 


Died Right umbilical Autopsy: 
Pus passed from empy- 
ema cavity to abdomi- 
nal wall 


Died Right inguinal Autopsy: 
Pus followed anterior 
surface of liver and 
right colic gutter to 
inguinal region 

Right psoas Psoas abscess appeared 
four years after onset 
of empyema 


Well Left lumbar Operation: 
Abscess in left loin 
communicated with a 
large cavity above the 
diaphragm and _ below 
the left lung 


Operation: 
Abscess pointed at right 
thigh region one year 
after pneumonia 


Imp. Right thigh 


Imp. Left lumbar Operation: 
Abscess extended from 
diaphragm to region be- 
hind the kidney 


Operation: 
Pus passed beneath the 
external arcuate liga- 
ment to the region of 
the upper pole of the 
left kidney 


Well Left lumbar 


Table 1 


} 
| 
} 
| 
| 


Vol. 42 No. 5 


structures may account for the predominance 
of the left-sided lesions and the posterior pres- 
entation of the exudate. 

Case 3 represents erosivn of the diaphragm 
without following anatomical spaces. The perfo- 
rations of the diaphrazm by the superior epi- 
gastric and the musculuphrenic arteries, how- 
ever, do constitute privntial sites of downward 
spread. 

The anatomical sit« of perforation are sum- 
marized in Table 2. 


Right Side Left Side 


Psoas 3 3 
0 
Anterior 3 

Table 2 


The mortality in the previously reported cases 
was 50 per cent. 

Case 3, the only case with recovery among 
the authors’ cases, was treated after the advent 
of antibiotics. These therapeutic agents may 
offer a more hopeful prognosis in future cases. 


SUMMARY 


(1) Transdiaphragmatic extension of thoracic 
empyema is uncommon. 


(2) A review of the literature reveals twelve 
cases, to which the authors have added three 
cases. 


(3) The anatomical pathways are discussed. 
(4) The mortality in such cases is high. 
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CARCINOMA OF THE CERVIX* 


By Hucu F. Hare, M.D. 
and 
C. FRANKLIN SORNBERGER, M.D. 
Boston, Massachusetts 


The attainment of a successful outcome in 
the management of carcinoma of the cervix 
depends upon two factors: (1) opportunity to 
treat the lesion before distant metastases or the 
involvement of bowel, bladder or lower portion 
of the vagina has taken place, and (2) delivery 
of a cancerocidal dose of irradiation to all 
tumor-bearing areas. 


The opportunity to treat the lesion earlier 
depends largely upon the patient herself, and 
upon the general practitioner. While the early 
symptoms of cancer of the cervix are not strik- 
ing, they are unusual enough to bring the well- 
informed patient in for examination. The usual 
early symptoms are slight bleeding or spotting 
after sexual intercourse or unusual exertion, 
slight intermenstrual bleeding, or occasionally 
a persistent, clear, watery discharge. A pro- 
longation of the menstrual bleeding may be the 
sole indication of the onset of cervical carci- 
noma. 


After the patient presents herself, diagnosis 
depends upon an adequate pelvic examination, 
and biopsy of any visible lesion. If the history 
warrants, dilatation and curettage may be needed 
to rule out an endocervical growth, when no 
lesion can be seen. 


The treatment of carcinoma of the cervix has 
improved more in the last fifteen years than in 
all the preceding history of medicine. Recent 
trends in the physical sciences as well as the 
current improved clinical results suggest that 


*Read in Section on Radiology, Southern Medical Association, 
Forty-Second Annual Meeting, Miami, Florida, October 25-28, 
1948. 

*From the Department of Radiology, The Lahey Clinic. 
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this performance may be repeated in succeeding 
decades. 

Until shortly before the turn of the century, 
the only hope for patients with carcinoma of 
the cervix lay in vaginal excision or complete 
eradication by cautery. At this time, the technic 
of radical hysterectomy was developed and be- 
came known as the Wertheim operation, which 
was thereafter the most successful means of deal- 
ing with carcinoma of the cervix until the advent 
of radium therapy. 

Alexander Graham Bell, the inventor of the 
telephone, was the first to suggest in 1903 that 
radium be used interstitially for the treatment 
of cancer. O’Brien’? attributed the first use of 
radium in the treatment of carcinoma of the 
cervix to Dr. Margaret Cleaves of New York 
in the same year. Within another decade, Fors- 
sell and Heyman in Sweden had standardized 
and popularized the procedure, which rapidly 
gained wide acceptance because of the marked 
improvement in five-year cures accompanying 
its use, particularly in stage I and II lesions. 
Progress was more limited in the management 
of stage III and IV lesions until 1932, when 
Regaud'* demonstrated the improvement that 
resulted from combining external roentgen 


Fig. 1 
Schematic representation of the more constant groups of 
regional lymph nodes (where metastases from cervical 
carcinoma may occur) in relation to bony pelvis, fal- 
Jopian tubes, uterus, cervix and vagina. 


therapy to the pelvis with intracavitary radium 
treatment. 

Present methods have evolved from this com- 
bination of external x-irradiation and intracayj- 
tary radium treatment. Most failures in the 
treatment of carcinoma of the cervix may be 
attributed to inadequate irradiation of all poten- 
tial tumor areas. External roentgen therapy is 
the most important factor in administering an 
adequate dosage to metastatic spread within the 
pelvis in advanced cases.!5 Since the lethal tumor 
dose has now been fairly well established at 
7,000 to 15,000 gamma roentgens, or their 
equivalent, the problem has resolved itself into 
how best to attain a fairly uniform dosage of 
this magnitude throughout the potential tumor 
area, without causing excessive injury to normal 
structures (Fig. 1). 


Arneson? demonstrated that by the use of an 
intrauterine tandem, it is impossible to deliver 
a cancerocidal dose for a distance of more than 
3 cm. from the tandem without causing exten- 
sive necrosis of the cervix and paracervical area 
(Table 1 and Fig. 2). He considered the best 
technic a combination of radiation in the lateral 
fornices with an intracervical tandem. However, 
this method involves the use of a colpostat which 
spreads the vaginal vault to a distance of 6 cm. 
to provide radiation in the lateral fornices. Col- 
postats with recent improvements have been 


Fig. 2 

Intrauterine tandem and interstitially placed radium 
needles. Owing to the inverse-square law as modified 
for a linear source, a cancerocidal dose cannot be deliv- 
ered to distant pelvic nodes solely from such a ta 
without giving a necrotic dose to a large area in the 
paracervical region. Such an overdose includes the cross- 
ing of the uterine artery and ureter, a point 
approximates the location of the two lymph nodes shown 
in Fig. 1, just lateral to the cervix. 
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described and recommended by Richards!5 and 
Campbell.* We believe that pressure necrosis 
may result from such radium applicators and 
their use is precluded by vaginal atresia. 
Teahan!® et alii combined laparotomy, removal 
of palpable glands, tubes and ovaries, and im- 
plantation of radium needles in the cervix and 
broad ligaments, with an intracervical tandem 
and external pelvic irradiation. They claimed 
that a cancerocidal dose was delivered to the 
most distant pelvic nodes, but the disadvantages 
of a laparotomy and surgery in a cancerous 
field are considerable. The method must await 
further trial before it is generally accepted. 


Jones’ went to the opposite extreme, and 
treated all cases of carcinoma of the cervix 
without hospitalization. He used a radon-filled 
intracervical tandem in combination with a 
radium plaque against the cervix, and external 
roentgen therapy to the pelvis. The patients 
were treated with single or divided doses, admin- 
istered for a few minutes with the patient in 
the knee-chest position, without anesthesia. The 
five-year survival rates for a series of 704 pri- 
mary cases were 57.5 per cent for stage I, 40.3 
per cent for stage II, 21.9 per cent for stage III, 
and 4.3 per cent for stage IV. 

Nolan and Quimby!! have shown experimen- 
tally that a large number of weak sources of 
heavily filtered radium located in or near the 
cervical tumor gave the most uniform dosage dis- 
tribution obtainable with radium, as well as a 


DISTRIBUTION OF RADIATION FROM VARIOUS COMBI- 
NATIONS OF CENTRALLY LOCATED RADIUM SOURCES* 


Cm. Lateral to Maximal Dose in 
Middle of Tandem T.E.D. Delivered 


Method of Application That 7 T.E.D. to Bladder and 
of Radium Are Delivered Rectum 
Tandem (3,000 mg. hrs.) 2.0 5 
Tandem + bomb 24 6 
Tandem + plaque 2.1 7 
Tandem + needles 2.2 7 
Tandem (5,000 mg. hrs.) 2.5 8 
Tandem + colpostat 3.3 7 
Table 1 


*Amneson? estimates the threshold erythema dose to be approxi- 
mately 1000 gamma r. Hence a cancerocidal dose==7 to 15 
T.E.D. The table shows the maximum distance lateral to the 
center of an intracervical tandem that a minimum cancerocidal 
dose can be delivered from intracervical tandems and tandems in 
combination with other radium sources. The distance shown in 
the table Would be still shorter for points lateral to the tandem 
but not directly opposite its center. 
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maximum dosage in the region of the lateral 
pelvic nodes (Figs. 3 and 4). Since the pelvic 
nodes are involved in about 75 per cent of 
treated cases of carcinoma of the cervix, a satis- 
factory percentage of five-year cures can be 
obtained only if a lethal tumor dose (7,000 to 
15,000 gamma r or its equivalent) reaches these 
nodes, which may be located as far as 5.5 cm. 
from the original cervical lesion. Owing to the 
inverse square law, a single source of radium 
located in the cervical canal 5.5 cm. from these 
nodes cannot provide a lethal tumor dose to the 
nodes without delivering a necrotic dose to a 


| 


Fig. 3 
Distribution of interstitially placed radium needles. 
Method used at the Lahey Clinic, supplemented by 
external x-irradiation to the pelvis. 


Fig. 4 
Distribution of interstitially placed radium needles. 
Method used at the Lahey Clinic, supplemented by 
external x-irradiation to the pelvis. 
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large area around the cervix. A supralethal dose 
in this paracervical triangle, where the uterine 
arteries cross the ureters, has been shown to give 
uniformly poor results, regardless of a relatively 
high dosage delivered to the pelvic nodes.'! 1” 
Moreover, the obvious limitations of skin toler- 
ance and excessive overlying soft tissue in obese 
patients prevent a cancerocidal dose from being 
delivered to the pelvic nodes from external 
roentgen therapy alone by present methods. It 
is therefore desirable to obtain as large as pos- 
sible a proportion of the lethal tumor dose to 
these nodes from the internally placed radium, 
or its equivalent. 

To accomplish this, Waterman!’ et alii have 
used the principle of multiple small sources of 
heavily filtered radium placed interstitially in 
combination with an intracervical tandem and 
intensive external roentgen therapy. Their re- 
sults have improved steadily as further experi- 
ence has been gained, and in a series of 198 
cases reported in 1947 they obtained a five- 
year cure rate of 44.4 per cent for all treated 
cases, and an absolute figure of 38.9 per cent 
(Table 2). 

Transvaginal roentgen therapy is another 
method of attempting to obtain a fairly uni- 
form dosage throughout the tumor area, with 
at least a few thousand r delivered at a dis- 
tance of 5 cm. from the cervix. This method 
also must be supplemented by external roentgen 
therapy.’ Erskine’® showed that transvaginal 
irradiation permits a 70 per cent depth dose at 
3 cm., so that 6,000 r can be delivered at 3 cm. 
without necrosis of the surface of the cervix. 
Ackerman and del Regato! believe that this 
method holds much promise for the future, 


SUMMARY OF RECENTLY PUBLISHED RESULTS BY 
WATERMAN®S ET ALII* 


Cases Treated Five Year 
(1936-1940) Survival 
Stage* No. Per Cent No. Per Cent 
I 6 3.0 6 100.0 
Il 56 28.3 38 67.8 
Ill 99 50.0 30 30.3 
IV 37 18.7 3 8.1 
ABS. 198 100 77 38.9 
Table 2 


*Schmitz Classification. 


though its wider application must await further 
refinements in equipment. 


At the Lahey Clinic we have attempted to 
solve the problem of delivering a fairly uniform 
dose throughout the tumor area, and provide 
adequate dosage to pelvic nodes without pro- 
ducing a “hot spot” and a large slough in the 
region of the cervix, by placing radium needles 
interstitially in the region of the tumor, without 
the use of intracavitary radium (Figs. 3 and 4). 
This method assures adequate dosage to the 
tumor itself, and avoids excessive irradiation 
to the cervix and proximal parametria since 
numerous small sources of radium are spaced 
uniformly throughout the tumor, while there 
is no large centrally placed single source of 
radiation. Needles placed in the parametria 
provide a relatively large dose in the broad 
ligaments and distant pelvic nodes, so that the 
chance of bringing the dosage to the pelvic 
nodes up to a cancerocidal level by supple- 
mentary external roentgen therapy, while still 
keeping within the limits of skin tolerance, is 
much greater. At the same time, each case may 
be individualized, since the location of the needle 
is not determined by the position of the cervical 
canal (as is the case with intracavitary radia- 
tion) but by the location of the lesion itself, 
in which the needles are placed. Since each 
needle contains only 2 or 3 mg. of radium which 
is heavily filtered, the chance of damage to ves- 
sels or ureters from a needle that lies close to 
one of these structures is minimal, and the com- 
plications are, therefore, few. This method has 
been criticized on the assumption that pelvic 
infection may result. That this objection is not 
a serious one is evidenced by the fact that in 
our experience when external roentgen therapy 
is used routinely prior to the interstitial implan- 
tation, the number of infections following this 
procedure compares favorably with the published 
results of other methods. Waterman and Tracy" 
reported the incidence of all types of compli- 
cations following interstitial radiation with long 
radium needles in 489 cases does not exceed that 
resulting from other methods. 


Two types of needles are used for the im- 
plantation, depending upon the extent and loca- 
tion of the lesion. The larger needles (number 
58) contain 3 mg. of radium distributed uni- 
formly throughout an active length of 48 mm., 
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filtered through 0.4 mm. of platinum. These 
needles have an over-all length of 60 mm., an 
external diameter of 1.65 mm., a trocar point, 
and an eye for the attachment of a silk thread 
which facilitates counting and removal. The 
smaller needles (number 20) contain 2 mg. of 
radium uniformly distributed throughout an ac- 
tive length of 32 mm., with the same external 
diameter and filtration as the larger needles, 
and an over-all length of 44 mm. 

A bimanual pelvic examination is done on all 
patients to determine the extent of the lesion. 
Kaplan and Rosh® believed that staging should 
be done after roentgen therapy to the pelvis. 
However, since the carcinoma as well as sec- 
ondary infection may regress after treatment, 
staging of our cases is done prior to any therapy. 
Pelvic infection usually responds to roentgen 
therapy, but chemotherapy and vaginal hygiene 
are useful adjuvants. All patients have a com- 
plete blood study, intravenous pyelogram (ex- 
cept early stage 1), and a general medical exam- 
ination. The implantation of radium needles is 
usually preceded, though in stage I and early 
stage II it may.be followed, by an intensive 


course of external roentgen therapy to the pelvis. 
Daily treatments are given, two portals per day, 


Fig. 5 
Schematic representation of stage I (League of Nations 
1937) carcinoma of the cervix. The lesion is confined to 


the cervix. This corresponds to stages I and II under 
the Schmitz classification. 
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200 r per portal, using 2 anterior and 2 posterior 
portals to a total of 2000 r (air) per portal. 
Factors are 200 k.v.p., 20 ma., 1 mm. of copper 
and 1 mm. of aluminum, 50 cm. T.S.D. and 15 
cm. cone. A narrow strip of lead is used in the 
midline to protect the cervix and rectum. 
The implantation of radium needles is car- 
ried out in the operating room with the patient 
under light general anesthesia. Usually, the 
spacing of each needle approximately 1 cm. from 
adjacent needles in all directions is desired. 
The needles are placed at the outer margin of 
the lesion with attention to direction and depth 
so that no tumor extends beyond the periphery 
of the implantation. With larger lesions, con- 
centric rows of needles are used to preserve 
the relationship of 1 cm. distance from each 
needle to its fellow in all directions, thus secur- 
ing a relatively uniform tumor dose. Depending 
upon the size and location of the lesion, the 2 
mg. needles may be used alone or in combina- 
tion with the 3 mg. needles, or additional needles 
may be used at 90 degrees to the plane of the 
first implant. A finger in the rectum may be 
used to check the position of the posteriorly 
placed needles. The minimum tumor dosage is 
calculated from Quimby charts, and the dura- 
tion of the implant determined by the time 


Fig. 6 
Stage II, League of Nations. Lesion involves cervix 
upper two-thirds of the vagina or both (Fig. 7.) 
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required to provide a minimum of 7200 gamma 
r to all of the tumor. The bladder is kept 
decompressed by an indwelling catheter, and 
the distance between radium and normal tissues 
is kept at a maximum by the insertion of glu- 
cose gauze packs. Since each case is highly 
individualized, no general rules are followed for 
the number or location of the needles, or the 
duration of the treatment. In a typical case of 
stage I or early stage II lesion, however, 16 to 
25 needles may be used for a duration of approx- 
imately ninety-six hours. Routine stereoscopic 
films of the pelvis are taken following implanta- 
tion to check the position ‘of the needles, and 
as an aid in estimating the dosage delivered 
to the pelvic nodes. A further check on the 
dosage delivered at some distance from the 
radium sources may be made by monitor films 
fixed to the skin over the obturator nodes, and 
so forth. If the distance from film to radium 
can be estimated with a reasonable degree of 
accuracy, it is possible to determine isodose 
curves for various depths by comparison of the 
density of the developed films with known 
standards, and interpolation of the dose in 
gamma r from Quimby tables. For the dura- 
tion of the implantation, patients are advised 
to lie flat in bed. Removal of the radium is a 
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simple procedure that requires only mild seda- 
tion. Douches of sodium perborate are advised 
for six to eight weeks following radium treat- 
ment. 

By this combination of interstitial radium 
therapy and external roentgen irradiation, it is 
believed that as nearly as possible a cancerocidal 
dose is delivered to all tumor-bearing areas, 
including the pelvic nodes. By this method 
nearly all patients with stage I carcinomas of 
the cervix obtained a five-year cure and the 
percentage of five-year cures in stages II, III 
and IV compares favorably with the published 
results of other methods (Tables 2 and 3). 


To evaluate properly the results of treatment 


SUMMARY OF REPRESENTATIVE RESULTS OF OTHER 
METHODS OF TREATMENT OF CARCINOMA 
OF THE CERVIX (RICHARDS*®) 


Stage I Stage II Stage III Stage IV 
Source -No. Per Cent No. Per Cent No. Per Cent No. Per Cent 
Marie Curie 
London 1945 88 76.1 377 58.6 734 29.4 211 7.6 
Manchester 
1945 48 65.0 292 42.0 241 27.0 245 6.0 
Toronto 1945 73 74.0 216 50.5 257 26.8 123 49 


Table 3 


Fig. 7 
Stage II, League of Nations. Lesion involves cervix and 
broad ligaments with normal tissue between the latter 
and the bony pelvis. 


Fig. 8 
Stage III, League of Nations. Lesion involves cervix and 
vagina including the distal one-third. 
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of carcinoma of the cervix one must be familiar 
with the arbitrary classifications of the disease. 
At present there are two widely used classifica- 
tions, and since there is considerable variance 
between the two, this factor must be taken into 
account to assess properly the value of any 
given method. 

The Schmitz classification is often used by 
surgeons. Stage I consists of a lesion 2 cm. 
or less in size, confined to the cervix. Stage II 
includes growths over 2 cm. in size, but limited 
to the cervix. In stage III there is involve- 
ment of the cervix, proximal broad ligament 
and/or proximal vagina. The frozen pelvis, with 
extension to the distal vagina or the bladder or 
both, rectum, entire broad ligament and palpable 
nodes or any combination of these findings con- 
stitute stage IV. 

In the League of Nations classification, as 
revised in 1937, the extent of palpable lesions 
is the criterion. This can be determined by a 
pelvic examination, and is the classification 
usually employed by radiologists. Stage I in- 
cludes all lesions confined to the cervix, which 
would comprise both stages I and II under the 
Schmitz classification (Fig. 5). In stage II there 
is involvement of the upper two-thirds of the 
vagina (Fig. 6) or the broad ligaments, or both, 


Fig. 9 
Stage III, League of Nations. Lesion involves cervix or 
ligaments to the bony pelvis or both (Fig. 8). 
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with normal tissue between the latter and the 
bony pelvis (Fig. 7). Cases with involvement of 
the distal one-third of the vagina (Fig. 8) or 
broad ligament out to the bony pelvis, or both, 
(Fig. 9) are designated as stage III. Involve- 
ment of the rectum or bladder or palpable meta- 
static nodes characterize stage IV. In theory, 
bone or lung metastases could be present in a 
stage I lesion. 


Fortunately, the two classifications are more 
or less interchangeable, and all reported results 
must be judged in the light of the classification 
used by the author. The League of Nations 
classification as revised in 1937 is used at the 
Lahey Clinic. 


One further classification of carcinoma of the 
cervix deserves to be mentioned, namely, carci- 
noma in situ. In this case, the carcinoma is con- 
fined to a very small portion, completely re- 
moved at biopsy. These cases, as well as stage 
I (Schmitz) may usually be cured by either 
radiation or surgery. Meigs? advocated surgery 
in selected, early stage I cases, and pointed out 
that while five-year results do not surpass those 
obtained by the competent radiologist, the cervix 
does not remain to become the possible site for 
another carcinoma. Morton! advised radical 
hysterectomy and pelvic lymphadenectomy in 
selected stage I cases, and reported a five and 
one-half year survival rate of 64.7 per cent in 
a series of 88 cases. In general, surgery is 
applicable only to the very earliest cases of 
carcinoma of the cervix, and even in these highly 
selected cases the results do not surpass those 
obtained by radiation therapy which avoids oper- 
ative risk. Since the early cases comprise a very 
small percentage of the total treated cases of 
carcinoma of the cervix, radiation therapy is the 
only acceptable method of treatment in the ma- 
jority of cases and it is therefore probable that 
future improvement in the results of treat- 
ment of carcinoma of the cervix will come about 
from modification of present methods of radio- 
therapy. 
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RADICAL TREATMENT OF BLADDER 
TUMORS BY ELECTRORESECTION* 


By Harotp P. McDonatp, M.D. 
WIporn E. Upcuurcn, M.D. 
and 
CLINTON E. SturRDEVANT, M.D. 
Atlanta, Georgia 


During recent years the question of the treat- 
ment of bladder tumors has arisen at practically 
every meeting of urologists. The value of early 
diagnosis is emphasized by all, the vital im- 
portance of early determination of the source of 
hematuria. Early diagnosis must be constantly 
encouraged. 

The first step in treatment of a bladder tumor 
is determination of the location, extent and 
character of the lesion. It is also of value to 
ascertain when blood was first noted in the 
urine. As a rule when hematuria has occurred 
within a month or so of the first examination, 


*Read in Section on Urology, Southern Medical Association, 
eae Annual Meeting, Miami, Florida, October 25-28, 
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the chances of cure are much better than when 
the patient has noticed hematuria over a period 
of many months or years. 


In determination of the location of the lesion 
cystoscopy may be all the examination that js 
needed. At times, however, air cystograms or 
opaque cystograms are useful in determining 
the extent as well as the location of a bladder 
tumor. The cystoscopic examination is a valu- 
able aid in determining the character of a blad- 
der tumor. Biopsy taken through the resecto- 
scope or cystoscope is an important diagnostic 
procedure as regards the character of the tumor, 
and degree of the malignancy. 


The tumor should be attacked at the earliest 
moment possible with the most lethal weapon 
at our disposal. All bladder tumors are po- 
tentially malignant. The tendency for bladder 
tumors to recur is well known. Recurrences 
frequently are seen in another part of the bladder 
at some distance from the original tumor. Even 
the small so-called benign papillomas have a 
tendency to recur and if not completely de- 
stroyed become malignant and eventually metas- 
tasize. It is fortunate that metastasis of bladder 
tumors is late as a rule, and even in the highly 
malignant epidermoid carcinomas wide removal 
of the tumor may be followed by absence of 
metastases and recurrences. 

Choice of Operation.—During recent years 
total cystectomy has been advocated by some 
urological surgeons as the operation of choice 
for bladder tumors. Subtotal cystectomy has 
been advocated by others. (Radiation both by 
x-ray and radium has been proven to be al- 
most without value.) 

Transurethral electroresection of bladder tu- 
mors has been advocated by us and recently by 
others as the method of choice in the manage- 
ment of a large percentage of cases. This method 
combines excellent vision with accuracy in tissue 
cutting and positive hemostasis. The most valid 
objection to the endoscopic operation is the 
difficulty of determination of the extent and 
depth of resection necessary for complete re- 
moval of the tumor. Complete removal of tumor 
is necessary but it does not necessarily follow 
that complete cystectomy is the best or only 
way to accomplish this desired end. 


Transurethral resection of bladder tumors 
began to be done soon after transurethral re- 


> 


Vol. 42 No. 5 McDONALD ET AL.: BLADDER 
section of prostate glands. Improvements in 
equipment and technics have aided in the endo- 
scopic management of bladder tumors. By means 
of the improved resectoscope the tumor, as well 
as the entire tumor base, can be completely 
resected under better vision than by open op- 
eration. The curability of the individual case 
depends upon whether or not the tumor has ex- 
tended beyond reach of the resectoscope loop. 
Increasing proficiency with the resectoscope and 
more boldness in attacking the part of the tumor 
in the bladder wall has led us to believe that 
radical removal of bladder tumors is accom- 
plished by electroresection. 


In 1938, in a report before the Medical Associ- 
ation of Georgia, Ballenger, Elder, McDonald 
and Coleman advocated the resectoscopic re- 
moval of bladder tumors with fulguration of the 
base of the tumor. It was pointed out that com- 
plete removal of the vesical part of the tumor 
was readily accomplished followed by destruc- 
tion of the base of the tumor. Five-year results 
were better than previous results by other 
methods. 

In 1946, McDonald, Filip and Williams in a 
symposium on bladder tumors before the Urol- 
ogical Section of the American Medical Associ- 
ation in San Francisco reported further results 
and an important improvement in technic. This 
important improvement was the use of the cut- 
ting current to remove the base of the tumor 


Fig. 1 
Showing tumor in posterior wall of bladder. 
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and muscularis of the bladder beneath the base 
of the tumor. In this way a radical removal of 
the bladder tumor is carried out by means of 
the resectoscope. If the tumor has not extended 
through and beyond the muscularis there is rea- 
sonable expectation that wide electroresection 
of a portion of the bladder with the base of the 
tumor will offer a good chance for cure. If the 
tumor has extended beyond and through the 
musculature of the bladder no type of operation 
will be successful and a well-managed transure- 
thral procedure will continue normal bladder 
function for maximum life expectancy with mini- 
mum discomfort and danger. This reasoning has 
led us to use the resectoscope in nearly all types 
of bladder tumors with one exception, which is 
those tumors that are seen in the dome of the 
bladder. For these a subtotal cystectomy is done. 
The classification used is as follows: 


Class I includes tumors considered curable. 
In this group we place papillomas, elevated carci- 
nomas and small early infiltrating carcinomas. 

Class II consists of tumors that are not con- 
sidered curable. In this group are extensive 
malignant papillomas, extensive carcinomas, re- 
current infiltrating carcinomas and tumors seen 
late and after local spread has occurred. 

For the first group radical endoscopic op- 
eration is considered curative. For the second 
group endoscopic operation offers more palli- 
ation and less pain and discomfort than other 


Fig. 2 
Showing tumor being removed by means of resectoscope. 
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methods of treatment. When seen sufficiently 
early the majority of bladder tumors fall into 
the first group. 

In addition to the initial operation an im- 
portant phase in the management of bladder 
tumors is regular cystoscopic follow-up exami- 
nations at three- to four-month intervals. These 
follow-up examinations should be done in any 
event even though the patient may be symptom 
free. Also it is just as important to make these 
follow-up cystoscopic examinations after open 
operations on bladder tumors and after partial 
cystectomy. 


Technic of Radical Electroresection of Blad- 
der Tumors.—The Stern-McCarthy resectoscope 
is used with a short beaked bladder tumor 
sheath. The tumor is resected until its base is 
reached. At this point resection of the bladder 
wall is started wide of the base in the normal 
part of the bladder wall, about 1 to 2 cm. away 
from the edge of the tumor base. The bladder wall 
is cut through carefully until the white fibers of 
the adventitia on the outer wall of the bladder 
come into view. By keeping in this plane and 
exercising care not to over-distend the bladder 
the base of the tumor is removed with the sur- 
rounding portion of the bladder wall. The blad- 
der wall is then fulgurated at the edges of the 


Fig. 3 


Showing tumor and bladder well under and around tumor 
all removed. Note short beak resectoscope sheath which 
allows loop to project well beyond end of instrument. 
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excavated hole and all bleeding points are co- 
agulated. 

Bladder rest by retention catheter is carried 
out for two to three days after which the patient 
is allowed to void. 


We offer a few case reports that illustrate 
results of radical endoscopic operation upon 
bladder tumors. 


Case 1—Mr. L.P.M., age 50, was first seen in 1941 
with a hematuria of two months’ duration. Cystos- 
copy revealed a bladder tumor, the size of a hickory 
nut, above and lateral to the right ureter. Radical 
endoscopic operation was done with removal of the 
tumor and base. Cystoscopy has been done at regular 
intervals since. When the patient was last seen two 
months ago, there was no evidence of tumor. This is 
a seven-year cure. 

Case 2—Mr. J.D.M., age 49, was first seen in 1941, 
A radical endoscopic operation was done in August 
1941. There have been no recurrences. Microscopic 
study shows an infiltrating malignant papilloma. This 
is a seven-year cure. 

Case 3—Mr. W.E.R., age 80, had a radical endo- 
scopic operation in 1942. An adenocarcinoma, grade 2, 
was removed, no recurrences. At recent cystoscopy four 
months ago there was no sign of a tumor. This is a 
six-year cure. 

Case 4—Mr. M.CS., age 66, was first seen in 1933, 
with a papillary carcinoma the size of a walnut. There 
were recurrences and additional operations during 1935, 
1938, 1940, and 1941. He was last seen in 1943, at 
which time he still had carcinoma of the bladder and 
was in need of additional treatment. This is a ten-year 
palliative cure. 

Case 5—Miss R.C., age 51, was first seen in 1945 
with a hematuria of twelve months. A large epidermoid 
carcinoma involved the entire dome of the bladder. 
The base of the bladder was apparently free from 
tumor. Subtotal cystectomy was done in 1945, fol- 
lowed by recurrences at the original site, and radical 
endoscopic removal eight months later. Follow-up cys- 
toscopy has been done with no evidence of tumor. She 
was last seen one month ago. 


In conclusion, emphasis must again be put on 
early diagnosis of bladder tumors. We must con- 
tinue to insist upon examination for the source 
of hematuria without delay. 


The radical removal of tumor and wide ex- 
cision of tumor base by endoscopic means is 4 
new use of the resectoscope that has given bet- 
ter results in bladder tumors than open op- 
erations. 


57 Forsyth St., N. W. 
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DISCUSSION (Abstract) 


Dr. L. W. Hewit, Tampa, Fla—Dr. McDonald has 
stressed early diagnosis and radical treatment. No mat- 
ter what method is used, the treatment should be early 
and radical. 


It is true that our results in the treatment of bladder 
tumors have not been good, but I believe we should 
still use all methods available to eradicate them. Many 
urologists have obtained good results with the use of 
radium in the grade I papillomas and the grade II 
papillary carcinomas. We agree that results obtained by 
subtotal cystectomy and segmental resection have been 
disappointing. However, have we followed a sufficient 
number of patients over a long period of time, who 
have had ureteral transplantation and total cystectomy 
to evaluate our results? Jewitt reported 54 cases and 
Farris and Priestley 119 cases in 1947. We believe these 
are the largest series so far reported. Some of these 
cases were not followed five years. Most urologists 
have performed only a few total cystectomies. Can we 
say at this early date and with this relatively small 
number of cases that have had total cystectomy that 
this method has been given a fair trial? 


The use of the short-beat resectoscope and the cut- 
ting current as advocated by Dr. McDonald will cer- 
tainly aid us in doing a more thorough eradication of 
bladder tumors. With these newer methods, we are 
able to resect more of the tumor tissue and underlying 
muscle, and we will cure a fair percentage of cases by 
this method. We also resect into the muscularis, at the 
base of the tumor, until the interlacing fibers are seen 
but, as yet, we have not been able to identify the white 
fibers of the adventitia on the outer wall of the bladder. 


We believe all cases of bladder tumors should be 
followed a period of ten years before we consider them 
cured. As an example, we had a case that in 1939 had 
a benign papilloma which was resected. Nine years 
later, biopsy of the bladder tumor, which had recurred, 
revealed undifferentiated cell carcinoma grade IV. We 
did a total cystectomy on this case merely as a pallia- 
tive measure, to give him some comfort. The entire 
bladder had become involved and was an infiltrating 
carcinoma grade IV, which had involved the entire 
circumference of the bladder and the prostate. 


We should like to report another case. Cystoscopy 
in this patient revealed a tumor the size of a walnut, 
located medial to the right ureteral orifice. The tumor 
was resected down to what we thought was the base, 
at one sitting. The pathological examination of tissue 
removed revealed epidermoid carcinoma grade II. A 
short time later, resection of the tumor was performed 
again, using the short-beat resectoscope and cutting 
current as advocated by Dr. McDonald. We actually 
resected a large hole into the tumor, a distance of 
about one inch. Six grams of tumor tissue were re- 
moved. We were afraid to go deeper. We knew that 
we had not done all possible for this patient and knew 
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that he was not cured. A bilateral ureteral transplant 
and total cystectomy, including the prostate and vesicles, 
was performed. The pathologist reported that the blad- 
der mucosa was very edematous and convoluted, and 
in one area there was a large diverticulum, the mucosa 
of which was ulcerated and covered with a granular 
growth. Sections from the area of the diverticulum 
were definitely malignant. The rest of the bladder, 
prostate and vesicles were normal. Of course, the 
diverticulum was produced by the resected tumor area, 
but the edges were still present. I do not believe this 
patient could have been cured by resection alone, and 
he may not be, even with total cystectomy. He is 
without evidence of recurrence now, for two years. 


Dr. A. Fred Turner, Jr., Orlando, Fla—This paper 
has been of particular interest to me because our group 
has recently completed the analysis of 200 cases of 
bladder tumor treated in Orlando in the last 21 years. 
One of our group, Dr. Louis M. Orr, is soon to give a 
report on certain general impressions and conclusions 
arrived at through the study of these cases, before the 
New York Section of the American Urological Associ- 
ation. 


We have been impressed in many instances by our 
error in assessing the degree of penetration or spread 
of various bladder tumors by the presently available 
methods of preoperative study. Some tumors which 
look rather superficial cystoscopically are found at 
operation to have penetrated deeply. That other tumors 
have spread more widely than was originally thought 
is shown in our series by local recurrences in a few 
cases in which segmental resection was done and a cuff 
of supposedly normal tissue surrounding the tumor was 
removed along with the growth. This tendency to 
underestimate the extent of the tumor has caused us 
to use and advocate more radical methods of treat- 
ment. We have not had the courage to be as radical 
as Dr. McDonald with the resectoscope and we have 
tended to use endoscopic surgery in treatment of bladder 
tumors less and less. Except for poor risk patients, we 
are at present treating only the so-called benign papil- 
loma or grade I carcinoma with the _ resectoscope. 
Anatomy texts give the thickness of the wall of the 
moderately distended bladder as only 3 mm., a fact 
which causes us to use the resectoscope in the bladder 
with considerable caution. 


We have had better results with radium than some of 
the recent reports deprecating its use would lead one to 
expect. In an occasional case of extensive bladder carci- 
noma in which radium has been used in desperation, 
remarkably good results have been obtained and the 
patient has been able to enjoy a few more years of 
relatively comfortable life. 


Dr. Monroe Wolf, New Orleans, La—In the last eight 
years I have encountered three cases of papillary carci- 
noma around the orifices, in which the kidneys were 
involved. I have been trying to impress upon my resi- 
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dent staff at Charity Hospital and Touro Infirmary 
the importance of urograms, particularly retrograde. 
I have not been able to get intravenous urograms which 
were sufficiently satisfactory to make a diagnosis of 
pelvic, calyceal, new growth. If we do not eradicate the 
primary lesion, there is little we can do to prevent 
recurrence of the bladder lesions. 


Dr. Hewit spoke of ten years’ ob:ervation. I would 
like to say that ten years is not long enough. I did an 
open looping of a small growth and coagulation of the 
base with deep x-ray therapy in 1932. The patient was 
watched diligently for six years, every four to six months, 
with no evidence of recurrence. 


Two years ago he came into the office with dis- 
seminated papillomatosis of the bladder. At that time 
he was sixty-five years old. Contrary to the advice of 
most men who do ureteral implantation and cystec- 
tomies, I did implantations in this case and did a com- 
plete cystectomy, bladder, prostate and vesicles. He 
managed to live for about fourteen months following 
this procedure, but in great pain. 


Dr. McDonald (closing) ——The question of bladder 
tumors has arisen at practically every meeting of 
urologists that I have attended in the past ten years. 
Unless radical removal by endoscopic means proves to 
be an improvement, there has been no improvement in 
the treatment or end results during that time. 


It is impossible to believe that total cystectomy is 
the answer. We have done total cystectomies and 
results have been disappointing. Total cystectomy, in 
my opinion, can cure only those who can very easily 
be cured by transurethral endoscopic means. If you 
offer the patient total cystectomy, with no bladder, 
with both ureters transplanted and with ascending 
infection practically always a surety, with pyelone- 
phritis as its terminal end within five to ten years, 
then you have not offered him much. 


It is well known to all that cystoscopically, and 
especially with the oblique telescopic vision, it is 
possible to determine with a great deal more accuracy 
the condition of the inside of the bladder mucous mem- 
brane than is possible when the bladder is removed or 
open, because it shrinks down, and the telescopic vision 
is a great deal better than natural vision of the eye. 


We have abandoned the use of radium and x-ray, 
because results have shown no improvement over the 
results obtainable from transurethral resection and 
removal of the tumor base. I feel that more radical 
surgery by transurethral means is necessary. I do not 
believe total cystectomy is the answer. 


We have not had the dire results from going through 
the bladder musculature that might be expected. We 
have had extravasation in several cases and have had 
to open them up. That is but the drainage of an 
abscess at worst. 


With careful approach and a little bolder approach 
more good results will be obtained from handling 
bladder tumor patients by this method. 
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SICKLEMIA: ITS PATHOLOGICAL AND 
CLINICAL SIGNIFICANCE* 


By H. R. Pratt-THomas, M.D. 
and 
K. Switzer, M.D. 
Charleston, South Carolina 


Sickle cell disease is a common finding in 
areas where there is a large Negro population, 
Comparatively few Negroes come to necropsy 
in whom the diverse manifestations of the dis- 
ease do not have to be considered. 

Sickle cell anemia, the active phase of the 
disease, is usually diagnosed with little diffi- 
culty. In its quiescent stage, when there is 
little or no evidence of blood destruction, it may 
present problems that are difficult to evaluate. 

Whether a known case of sickle cell anemia 
is simply in crisis, or is suffering from an 
entirely unrelated disease process, or whether 
a crisis has been precipitated by an unrelated 
malady places these patients in a difficult diag- 
nostic and therapeutic category. Regardless of 
whether such a patient is suffering from an 
unrelated disease, the fact that his erythrocytes 
can assume abnormal forms may be a factor 
of major importance in the course of his illness. 
It has been estimated that only one in nine to 
one in forty patients with the trait suffers with 
the active anemia.!’ It is with the patient who 
exhibits only the abnormality of the erythrocytes 
with none of the pathologic features usually 
accompanying blood destruction that we are 
chiefly concerned here (Figs. 1 and 2). 

The viscosity of the abnormally shaped cells 
is measurably increased’ > when they are caused 
to assume a sickle-form by low oxygen tension. 
The viscosity is reduced when they revert to 
normal form upon raising the oxygen concentra- 
tion. Lowered oxygen tension may be produced 
by increased metabolism as occurs in fever or 
exercise. Shock, anesthesia, and mild transfusion 
reactions also induce anoxic states. The anoxia 
produced by congestive heart failure also accel- 
erates the sickling phenomena. 


*Read in Section on Pathology, Southern Medical Association, 
Forty-Second Aanual Meeting, Miami, Florida, October 25-28, 
1948, 


*From the Departments of Pathology and Medicine, Medical 
College of the State of South Carolina, Charleston. 
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There has been considerable variance of opin- 
jon as to the significance of sicklemia or the 
sickle cell trait. Sherman® feels the sickle cell 
trait, per se, has no Clinical significance and de- 
vised a method for differentiating it from sickle 
cell anemia. Diggs! et alii and Wintrobe’ are 
also of the opinion that the sickle cell trait in 
absence of anemia is of little clinical signifi- 
cance. 

Bauer’ ° on the other hand attaches a great 
deal of importance to the sickling phenomenon, 
saying that: “Patients afflicted with this dis- 
ease do not, as a rule, die from anemia but may 
die from circulatory stasis in some vital organ.” 

In a recent study of over 3,000 Negroes from 
the Sea Island area of South Carolina, the sickle 
cell trait was found in 14 per cent.6 In a ten- 
year period (1938-1948) necropsies have been 
performed on 2,181 Negroes, the majority of 
whom lived in the same area. Still births ac- 
counted for 173 of these, leaving a total of 2,008 
when deducted. Some form of sickle cell dis- 
ease was found in 115 of these autopsied cases 
(5.72 per cent). Sicklemia was found in 92 
(4.58 per cent) and sickle cell anemia in 23 
(1.14 per cent). 


Sicklemia was apparently an incidental find- 
ing in most instances; in others it appears to 
have played a major role in causing death. 


In our experience we believe that sicklemia 
need not always be clinically significant in that 
this trait does not necessarily predicate a short- 
ened life. The ability of the erythrocytes to 
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sickle, the proportions in which they do so and 
the ease with which this occurs, vary consid- 
erably, however. If a person with a well-devel- 
oped sickle cell trait experiences some accident 
or illness which induces a significant or marked 
degree of sickling, this change in the erythrocytic 
morphology then seems at times to be responsi- 
ble for lesions and untoward results that would 
not occur otherwise. 


We have observed that patients with sicklemia 
often do poorly after surgical procedures. Pro- 
found sickling is the major finding in these 
patients at necropsy. Individuals who have suf- 
fered from various types of trauma which has 
produced shock, and who eventually undergo 
general anesthesia after recovering from shock, 
often succumb for reasons that are altogether 
vague from clinical observation; again profound 
sickling will be the only pertinent finding at 
postmortem examination. 


The following case report of a patient who 
was seen clinically to suffer from marked an- 
oxemia serves to illustrate the type of lesions 
found at necropsy in such an individual with 
the sickle cell trait who did not have sickle 
cell anemia: 


Case 1 (No. 127,363).—A 39-year-old Negro was ad- 
mitted to Roper Hospital with an abdominal stab 
wound. There was an evisceration of 3 feet of ileum 
with multiple perforations. His previous health had 
been good. Perforations were repaired under general 
anesthesia. Abdominal distension was the most marked 
feature of his postoperative course. On the fifth day 
he began to complain of difficulty in breathing. He 


Fig. 1 
Characteristic deformity of erythrocytes in case of sickle- 
mia (hematcxylin and eosin X 1200). 


Fig. 2 
Cerebral vessel filled with closely packed masses of sickled 
cells (hematoxylin and eosin X 600). 
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became restless, anoxemic and dyspneic on the sixth 
day and expired. 

Clinically he had adynamic ileus although passage of 
gas and peristaltic sounds had begun. He had a hemo- 
globin of 12 grams. 

At necropsy both lungs showed extensive atelectasis, 
approximately 75 per cent of the lung parenchyma being 
collapsed. There were serous effusions (200 cc. and 300 
ce.) in both pleural cavities and 2000 cc. of slightly 
turbid bloody fluid in the peritoneal cavity. 

Recent infarcts were present in the spleen and kid- 
neys. Microscopically there was profound congestion, 
the vessels being stuffed with sickled erythrocytes. There 
were areas of acute infarction in the spleen and kidneys. 
Thrombi, some showing very early organization, were 
conspicuous in the spleen (Fig. 3). Only clumps of 
sickled erythrocytes were found in the renal vessels. 


There was no gross or microscopic evidence 
that this patient had ever had active sickle cell 
anemia. It is obvious that his supply of oxygen 
was markedly curtailed on anatomic grounds, as 
well as possibly on the basis of traumatic shock 
and a general anesthetic. The fact that the 
sickled cells can produce vascular obstruction 
seems to be amply substantiated. This is an 
extreme case, it is true, but is intended as a 
foundation on which further consideration of 
this problem can be based. Brief summaries of 
other cases will emphasize other observations 
that point to the deleterious results of sicklemia. 


Case 2 (No. 157,445).—A 67-year-old woman was 
admitted with a history of dull lower abdominal pain 
for three weeks prior to admission. One week before 
admission the pain became more severe and loss of 
appetite, nausea and vomiting occurred. She was able 
to retain only small amounts of water. On physical 
examination the heart was enlarged to the left. The 
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Fig. 3 
Thrombus in splenic vessel in sicklemia (hematoxylin 


May 1949 


rhythm was grossly irregular. There was a diastolic 
murmur at the secondary aortic area and a systolic 
murmur was heard best at the apex. The abdomen 
was slightly distended but soft and normal peristaltic 
sounds were heard. There was tenderness to deep 
pressure in the left lower quadrant. Pelvic examination 
showed a mass about 5 inches in diameter in the mid- 
pelvis, apparently involving the uterus. Laboratory 
study showed 11 grams of hemoglobin with 17,000 
leukocytes, 83 per cent polymorphonuclears, and 17 per 
cent lymphocytes. The patient was observed for 72 
hours. Her temperature remained elevated to about 
100° F. She became more distended and on the fourth 
hospital day a laparatomy was performed under cyclo- 
propane-ether general anesthesia. During the course of 
the operation she was given 500 cc. of 5 per cent glu- 
cose in physiological saline and 500 cc. of citrated 
whole blood. A ruptured pyosalpinx was found with 
considerable fibrinous exudate extending to involve the 
terminal ileum. This had become kinked in several] 
places producing complete obstruction. The operation 
lasted two hours. Shortly after the operation was com- 
pleted, the blood pressure began to fall although there 
was only slight blood loss and continuous venoclysis 
had been given. Stimulation with epinephrine and 
“coramine” produced no effect and the patient died in 
the operating room. 

Necropsy findings confirmed the observations at 
operation and showed in addition profound sicklemia. 
A moderate degree of generalized arteriosclerosis was 
the only other finding of note. 

Case 3 (No. 49,916).—A 38-year-old negro man first 
noticed swelling and “thumping” in the right inguinal 
region in January 1938. The area of swelling gradually 
increased in size, and the entire leg began to swell. 
Physical examination showed a blood pressure of 180/106 
and a questionable enlargement of the heart to the 
left. A pulsating mass was found in the right inguinal 
region. 

Laboratory studies showed a hemoglobin of 78 per 
cent and a negative Wassermann and Kline. 

The patient was operated upon using ‘‘drop-ether” 
as the general anesthetic agent. At operation a large 
aneurysm of the femoral artery was found extending 
2 cm. above Poupart’s ligament. This was removed 
and at the conclusion of the operation the patient 
suddenly died. The operation lasted three hours. 

At necropsy the heart was of normal size, but the 
right ventricle was dilated. The lungs showed marked 
edema. In all sections on microscopic examination it 
was found that practically all the red blood cells were 
elongated, oat, or sickled shape. There was acute con- 
gestion and edema in the lungs with areas of alveolar 
hemorrhage. No acute infarcts were demonstrable 
(Fig. 4). 

Case 4 (No. 154,351) —A 26-year-old Negro was ad- 
mitted with history of toothache for six days. His 
dentist diagnosed an abscessed tooth. Three days before 
admission he developed fever and became confused. 
Two days before admission the abscess was incised and 
drained. Physical examination showed an acutely il 
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Negro with a temperature of 102° F. and a blood pres- 
sure of 96/64. There was marked swelling of the soft 
tissues of the submental region. The leukocyte count 
was 12,850 and the hemoglobin was 16 grams. A diag- 
nosis of submental abscess was made and an incision 
and drainage was done under local anesthesia. He went 
into progressive and finally profound shock. Intra- 
yenous fluids and plasma were administered immedi- 
ately and the usual stimulants were employed. He 
showed no response and died shortly thereafter. 

At necropsy the only outstanding features were 
marked sickling of erythrocytes which formed aggluti- 
nated masses in many of the blood vessels. There was 
an early acute lobular pneumonia. 


Case 5 (No. 147,595) —A 54-year-old negress was 
admitted to the hospital for diagnostic investigation. 
She complained of having had headaches for 7 weeks. 
During the preceding 12 months she had experienced 
numerous upper respiratory infections. She had been 
employed in an asbestos factory for 8 years. Physical 
examination showed her blood pressure to be 206/110. 
There was some enlargement of the heart with a 
systolic murmur at the base. There were crackling rales 
in both lung bases. In the course of her examination 
she was given ether intravenously for a circulation time 
determination. The circulation time was normal. Fol- 
lowing this she had chills and her temperature began 
to rise. The fever persisted. She gradually went into 
a state of peripheral vascular failure and died on the 
second hospital day. 

At necropsy there was moderate cardiac hypertrophy 
and coronary arteriosclerosis but no signs of recent 
myocardial infarction. The lungs showed a moderate 
degree of asbestosis. The outstanding feature was 
sickling of practically all the erythrocytes observed 
in the blood vessels from all sites of the body. They 
had the appearance of being packed into agglutinated 
masses. 


In addition to the cases described above, other 
types of cases may be cited to show that the 
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effects of sickling may have been of considera- 
ble significance or even induced fatal changes. 


Case 6 (No. 104,492) —A 37-year-old negress was ad- 
mitted to the psychiatric ward following an episode of 
religious mania. 

She had been seen irregularly in the outpatient clinic 
since 1927 with many vague complaints, such as ill 
defined pain in the abdomen, back and chest. In 1931 
she was said to have had pellagra. This responded well 
to a change in diet. In 1934 sickle cells were observed 
in a blood smear. Her red blood cells varied from 4 
to 4.9 million and the hemoglobin between 10 and 13 
grams in counts made between 1931 and 1934. The 
blood Wassermann was reported positive in 1934. A 
lumbar puncture in 1941 showed a normal protein and 
a normal colloidal gold curve with negative Wasser- 
mann and Kline tests. Blood pressure varied between 
110/80 and 130/80. 

The general physical examination on her hospital 
admission was essentially negative. She did not appear 
icteric. The temperature was 99° F. and blood pres- 
sure 140/86. The heart was not enlarged, with normal 
rate and rhythm. The reflexes were physiological. 

Blood studies showed 6,475 leukocytes and a hemo- 
globin of 11 grams. There were 61 polymorphonuclears, 
36 lymphocytes, 2 monocytes, and 1 eosinophil on dif- 
ferential counting. 

The patient was very irrational and uncooperative: 
shredding clothes and bed clothing. Her skin was cold 
but there was no evidence of shock. She was given 
a liter of glucose and normal saline. 

On the morning of the fourth hospital day she took 
500 cc. of fluid by mouth. Her temperature (per 


» axilla) was 95° F. Shortly after this she quietly ceased 


to breathe. 

At necropsy an acute focal colitis and an intense 
acute congestion of the lungs, spleen, and brain were 
the principal gross findings (Fig. 5). Microscopically 
100 per cent of the erythrocytes were deformed. The 


Fig. 4 
Conglutinated masses of sickled erythrocytes in Case 3 
(hematoxylin and eosin X 150). 


Fig. 5 
Submucosal vessels of the colon stuffed with conglutinated 
masses of erythrocytes. This was from the area of acute 
inflammation (hematoxylin and eosin X 150). 
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blood vessels of the brain including the capillaries were 
choked with sickled red blood cells (Figs. 6 and 7). 
There were focal areas of perivascular encephalomalacia 
with deposits of hemosiderin. Satellitosis and neurono- 
phagia was in evidence. No definite thrombosis was 
found, although a few cerebral vessels contained pos- 
sible early thrombi. The spleen showed variable pool- 
ing about the malpighian corpuscles, but no sidero- 
fibrosis or erythrophagocytosis. Blood pigment was 
present in the renal tubular epithelium, indicative of 
previous blood destruction. 


From the clinical and pathologic evidence this 
cannot be considered as an active case of sickle 
cell anemia. It is an illustration of one of the 
borderline cases between sicklemia and sickle 
cell anemia in which the sickling phenomenon 
is the most impressive feature. We cannot prove 
that this patient’s mental illness and death were 
due to the deformed erythrocytes with subse- 
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Fig. 6 
The smallest cerebral capillaries are distended with sickled 
cells (hematoxylin and eosin X 125). . 
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quent vascular plugging, but the evidence is cer- 
tainly suggestive and the histologic changes in 
the brain are very probably the result of it. 


We have found children who died of no clearly 
apparent cause in which the outstanding finding 
at necropsy was profound sickling and vascular 
engorgement. 


Case 7 (No. 125,620) —A 3-year-old negro girl died 
after a vague illness of 24 hours. She was the third 
young child to die in the family and necropsy was 
ordered by the coroner. 

At necropsy ascaris lumbricoides were found in the 
intestine and one small eosinophilic granuloma was 
present in the liver. There was profound sickling 
and vascular engorgement of the liver, lungs, brain and 
spleen. 


Case 8 (No. 70,899) —A 2-year-old negro boy be- 
came ill with upper respiratory infection one week before 
admission. Three days later he developed “high fever” 
with rapid grunting respirations. Severe diarrhea began 
the day before admission. 

On physical examination he showed spastic jaw mus- 
cles and” there was questionable spasticity of the 
muscles of the extremities. Rales were evident through- 
out the lung fields. The spleen was palpable 5 cm. 
below the costal margin and the liver was felt 4 cm. 
below the costal margin. 

The child ceased to breathe immediately after reach- 
ing the ward and did not respond to various respira- 
tory and cardiac stimulants. 

A postmortem cardiac blood culture was sterile. 
Blood calcium chemistry determination showed a serum 
‘of 7.3 mg. per 100 cc. and a phosphorus of 11.3 (post- 
mortem). 

At necropsy, ascarids in the intestine, a broncho- 
genic cyst of the mediastinum, enlargement of the 
spleen (180 grams), and profound vascular congestion 


Fig. 7 
Large cerebral vessel filled with deformed conglutinated 
erythrocytes. Note the perivascular rarefaction of the 
brain tissue (hematoxylin and eosin X 150). 


Fig. 8 
Pontine capillaries distended with sickle cells. Most of 
the rounded structures represent vessels (hematoxylin 
and eosin X 500). 
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were the pertinent findings. There was no jaundice or 
gross or microscopic evidence of blood destruction. 
Histologic examination of the tissues showed pro- 
found sickling of all erythrocytes which were packed 
throughout the vascular system (Figs. 8 and 9). There 
was no characteristic pooling in the spleen although it 
was intensely congested and showed areas of acute 
necrosis. No siderofibrosis, erythrophagocytosis, or pig- 
mentation of the renal epithelium was demonstrable. 


Case 9 (No. 145,894) —A 44-year-old Negro was first 
seen in the outpatient clinic in 1926 with chronic 
ulcerations of the right leg which were treated over a 
period of 2 years. In 1931 he was treated for a severe 
ulcerative tonsillitis. He visited the clinic again in 1933 
with the complaint of a severe headache. Associated 
with this he had a right middle ear infection. 

In 1934 he returned to the clinic complaining of a 
pain in the precordial region. This was preceded by 
moderately severe dyspnea of 14 hours’ duration. The 
pain was more marked on deep breathing and radiated 
occasionally to the intercapsular region. Physical exami- 
nation then revealed an area of extreme tenderness in 
the region of the second, third, and fourth intercostal 
spaces adjacent to the sternum. The heart was not 
enlarged, the rate was 90 per minute with regular 
thythm. The blood pressure was 135/90. The Wasser- 
mann was 4 plus. 

In 1935 he was admitted to the hospital because of 
shortness of breath and dependent edema. There were 
moist rales in both lung bases and he had coughed up 
a fleck of bloody sputum. He was digitalized and on 
discharge from the hospital he was referred to the 
syphilis clinic. He was readmitted one month later with 
dyspnea, ascites and peripheral edema. The heart was 
found to be enlarged to the left and there was a 
systolic apical murmur. He responded to rest, digitalis and 
diuretics. He was discharged on a maintenance dose 
of digitalis. He returned to work and except for minor 
episodes of dyspnea and developing chancroid appar- 


Portal area of liver in which all the erythrocytes are 
abnormal in shape (hematoxylin and eosin X 600). 
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ently did all right until 1940 when he became extremely 
dyspneic and edematous. Hospitalization was again 
necessitated. The heart was markedly enlarged on exam- 
ination at that time. A systolic murmur at the apex 
was heard and a diastolic murmur at the aortic area 
was described. The systolic blood pressure was recorded 
as 140. Diastolic pressure was not recorded. Diuretics, 
digitalis, and rest were prescribed and he was soon well 
enough to return home. In 1946 he returned again to 
the hospital showing signs of heart failure. Blood 
studies at this time showed 80 per cent sickling of 
the erythrocytes in 48 hours. Red blood cells were 
4,790,000 per cu. mm. and the hemoglobin 12.5 grams. 
No response to treatment was shown on this occasion 
and he died in congestive failure. 


At necropsy the massively hypertrophied and dilated 
heart weighed 900 grams. There was slight thickening 
of the mitral valve cusps, but no other cause for the 
cardiac enlargement could be found. Microscopically 
there was marked sickling of the erythrocytes which 
packed the blood vessels. The mitral valve showed col- 
lagenous scarring, but no definite stigmata of rheumatic 
fever could be found. There was focal cerebral encephal- 
omalacia. 


It is granted that the role of sicklemia in this 
case is difficult to evaluate. It is for this reason 
that the case is presented, as there are many 
cases that fall into this category. 


The marked sicklemia is apparently responsi- 
ble for the cerebral lesions. The influence of 
the sickling as a possible aggravating factor in 
the congestive failure is speculative, but it seems 
reasonable to suppose that it may have increased 
the myocardial anoxia as well as augmented 
cardiac strain because of the increased viscosity. 


There are finally those mysterious cases in 
adults in which profound sickling is the only 
pertinent finding. 


Case 10 (No. 94,284) —A 28-year-old Negro was said 
to have slight fever for a few days. He worked on 
the day before death and was not known to be 
suffering from any particular ailment. He was found 
dead in bed at 4 a.m. by his wife. 


At necropsy marked sickling of the red blood cells 
and congestion of the viscera with acute edema of the 
lungs were the only findings. 


DISCUSSION 


Kimmelstiel!® has recently emphasized that 
infarctive phenomena in sickle cell disease are 
often unaccompanied by any demonstrable 
thrombosis. We have found this to be true in 
our series. Massive encephalomalacia and bi- 
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lateral renal cortical necrosis are two outstand- 
ing examples of such a phenomenon in our cases 
in which no actual thrombus formation was 
demonstrable in the vessels supplying these sites. 
We believe thrombi are the exception rather 
than the rule, in spite of the contrary impres- 
sion to be gained from the literature. 

The fact that the results of tissue ischemia 
may be found without definite mechanical vas- 
cular obstruction lends support to the theory 
that the abnormally shaped sickle cells can form 
agglutinated clumps which produce obstruction 
and infarction without actual thrombosis. 


The red corpuscles of Negroes with the sickle 
cell trait who show no anemia, evidence of blood 
destruction or other recognizable symptoms, form 
sickle cells as readily under anoxic conditions 
as do the erythrocytes of individuals with sickle 
cell anemia. There is no relation between the 
degree of anemia and the ability of the red 
cells to form sickle cells in vitro.!° Sherman® has 
presented some evidence that there is a differ- 
ence in cells of sickle cell anemia and the sickle 
cell trait in vacuo, but we know of no confirma- 
tion of this. Certainly the viscosity studies of 
McCord et alii’ show that the two cannot be 
differentiated on the basis of changes in vis- 
cosity under various circumstances. 


It appears that the degree of sickling and 
the ease with which it occurs may be of prime 
importance in this disease. The anemia in sickle 
cell disease is certainly not of the ordinary 
variety and massive hemolysis does not take 
place. The destruction of erythrocytes takes 
place within the reticulo-endothelial cells and 
hemoglobinuria has never been demonstrated. 
Evidence is accumulating and is supported in 
our cases that the siderofibrosis of the spleen 
is based on intense packing of the splenic vessels 
by sickled erythrocytes rather than by any con- 
genital abnormality of the architecture of the 
spleen.!? Destruction of the splenic tissue occurs 
if this persists and its circulation is not re-estab- 
lished by reversal of the erythrocytes to a nor- 
mal form, so that they may once more circulate 
freely. It would seem that a comparable situa- 
tion exists in other organs. 


The demonstration of intravascular agglutina- 
tion by Knisley '5 '* and his coworkers appear 
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to have application as regards this problem of 
sicklemia. These masses of blood sludge are 
capable of producing vascular obstruction in a 
variety of diseases. It appears that a similar 
and even aggravated state of blood sludging may 
exist in sickle cell disease in which the abnor- 
mally shaped erythrocytes are known to increase 
viscosity and form agglutinated clumps. 


We feel that the deformity of the erythrocytes 
is of fundamental importance in patients with 
sickle cell disease whether or not they have 
anemia. It should be recalled that patients with 
extreme sickle cell anemia frequently exhibit 
marked freedom from symptoms; a little breath- 
lessness on exertion perhaps, but frequently they 
are unaware that they are sick. In these cases 
one can find a few sickled forms in the venous 
blood and biopsy usually shows erythrophago- 
cytosis. In a crisis, the pain, and perhaps the 
vascular collapse may be independent of the 
erythrophagocytosis and blood destruction; if so, 
the symptoms and signs can be explained on 
the basis of mechanical obstruction to various 
blood vessels caused by the sickled erythrocytes. 
A sudden increase in the degree of sickling 
would result in increased viscosity, vascular con- 
gestion and stagnation, endothelial damage, 
transudation of fluid, and hemoconcentration, 
in other words, shock. When this sequence of 
events is once initiated then a vicious circle is 
established, and if erythrocytes are not caused 
to revert to a normal form so that an adequate 
blood supply can be re-established, then irrep- 
arable damage occurs. This may be of such 
degree as to result in marked tissue necrosis. 


SUMMARY 


(1) Some form of sickle cell disease was 
found in 5.72 per cent of 2,008 necropsies on 
Negroes from the Sea Island area of South Caro- 
lina. Sicklemia was found in 4.58 per cent and 
sickle cell anemia in 1.14 per cent. 


(2) While sicklemia need not be clinically 
significant and does not necessarily predicate a 
shortened life, it is believed that at times it is 
responsible for lesions and untoward results 
occurring in those states which produce a low- 
ering of oxygen tension. 
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DISCUSSION (Abstract) 


Dr. Paul Kimmelstiel, Charlotte, N. C—I have been 
interested in this subject since I observed the case to 
which Dr. Pratt-Thomas referred, a case in which 
extensive parenchymatous infarctions occurred, but no 
thrombotic occlusion could be found. I wonder whether 
the conglutination of sickled cells in peripheral capil- 
laries is a primary or secondary phenomenon. It appears 
to me that the question has not been answered as to 
whether sickled erythrocytes actually mechanically block 
the peripheral vessels and thus prevent blood flow into 
the tissues, or whether stasis occurs primarily (owing 
to shock), resulting secondarily in accumulation of red 
blood cells in dilated vessels in which they undergo 
sickling because of local anoxic conditions. 

I think we can argue both ways, but if we assume 
that the sickled cell blocks the vessels primarily, I 
should like to ask two questions: first, has it ever been 
proved that sickling actually occurs in the current 
blood stream in a capillary in vivo? In the second 
place, if the sickling of red cells blocks the peripheral 
capillaries, how is it possible to explain that under 
such circumstances a sickle cell crisis subsides? You 
must conceive that the sickled cell which blocks the 
capillary will have to regain normal shape in order to 
pass through the capillary. If that is the case, you 


occurred, how can the cell under any circumstances re- 
gain its normal shape again? This I cannot conceive. 
In order to pass the bottle-neck it is bound to regain 
its original spherical shape; otherwise it cannot pass. 
If the blood stream is re-established, only two possi- 
bilities can be considered. Either all of the blood cells 
undergo hemolysis or the blocking was caused by pri- 
mary vascular spasm which was released at the time the 
crisis subsided. We have no evidence for massive intra- 
vascular hemolysis. It is generally assumed that de- 
struction of red cells in sickle cell anemia occurs in the 
reticular endothelial system. 

I have therefore come to the conclusion that the pri- 
mary process is a vascular spasm in the periphery 
producing stasis, resulting in dilatation of small vessels 
and subsequently in a secondary conglutination of 
erythrocytes under anoxic conditions. They will there- 
fore undergo secondary sickling. The accumulation of 
sickled erythrocytes and dilated vessels which we see 
under the microscope in my opinion therefore is a sec- 
ondary phenomenon. This may be wrong. I should 
like to have your explanation. 


Dr. Russell L. Holman, New Orleans, La—I was 
wondering, in the cases with sickle cell traits, whether 
oxygen tension studies have been done. If anoxia pre- 
cipitates or predisposes to this condition, the thera- 
peutic implication is the administration of oxygen. Has 
that been tried? 


Dr. Bernard Black-Schaffer, Durham, N. C.—Since 
Dr. Holman has asked one question concerning therapy, 
I should like to ask a second. It is believed that heparin 
reduces the conglutinability of red blood cells. I wonder 
whether anyone has heparinized an individual in the 
midst of an attack of sickle cell anemia or an indi- 
vidual with sicklemia who is to be subjected to opera- 
tion? 


Dr. Pratt-Thomas (closing) —A tremendous number 
of the problems of sickle cell disease are by no means 
solved. I believe we are just beginning to scratch the 
surface in many of the theoretical and practical matters 
that have to be considered in this condition. 

Dr. Kimmelstiel is concerned about the same thing 
we have all thought about, namely: whether sickling 
is a primary or secondary process. When does it begin? 
By what is it initiated? How reliable are postmortem 
observations? Although we have some clues, a com- 
plete answer to these questions is not yet possible. I 
do feel that, once the process has been initiated, by 
whatever method, the fact that the cells have the 
ability to sickle is of fundamental importance as to 
what may eventually happen to the patient. In other 
words, if you have stagnation of blood in a person who 
has no sickle cells, the implication is certainly not so 
bad as it is with one who has sickling. 


In looking at Dr. Knisely’s moving pictures of blood 
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sludge, it is a remarkable thing how these masses of 
conglutinated red blood cells can be removed by 
changes in the circulation including the opening of 
collateral channels. 

In some of the sickle cell cases, the establishment of 
collateral circulation and other changes in blood dynam- 
ics might re-establish blood flow after it had become 
impeded, and clear vessels that were plugged with 
these abnormal cells. 

The use of oxygen, in treating these cases, as Dr. 
Holman mentioned, has been tried. The opinion thus 
far seems to indicate that it has not been very effective. 


Dr. Switzer (closing).—Sickle cells do occur in vivo. 
Ii you draw some blood from a patient with sickle 
cells, in a syringe in which you have formalized saline, 
with the idea that formaldehyde will fix the cells, in 
a patient who is definitely sicklemic, you can find sickle 
cells in good proportion immediately. 

A brief exposure to oxygen will unsickle cells, and it 
is difficult to find them in blood that is not drawn with 
great precautions, withdrawn under oil, and fixed imme- 
diately. They are found in a certain percentage, varying, 
of course, with the degree of illness of the patient. 

Collateral circulation and effusion may provide the 
mechanism by which some of these patients get over 
their crises with return of the sickle cells to their 
normal forms. It takes a very short time, fifty seconds 
of very slightly increased oxygen tension to change them 
back to their normal form. Dr. Kimmelstiel suggested 
that spasm is an important thing. We know that in 
thrombophlebitis, spasm occurs. It is possible that there 
is in the smaller radicles of the circulatory tree some 
secondary spasm as a result of the conglutinated area. 


During the war, at the request of the United States 
Air Forces, a considerable amount of work was done 
on colored fliers. You know, when oxygen tension is 
decreased, sickling occurs. I believe that, in the Negro 
air-arm, they were somewhat concerned as to whether 
it might not precipitate crises at high altitudes. Conse- 
quently, work was done on oxygen tension studies 
there. 


It was felt there that there was some efficacy in the 
utilization of oxygen. We have tried it on a number of 
our patients, however, and have never seemed to derive 
any beneficial results at all. We have come to the 
conclusion that the administration of oxygen does not 
influence a patient with sickle cell anemia in crisis 
at all. 


We have done some viscosity studies upon sickle cell 
blood, and most of our studies were done with heparin- 
ized blood. Certainly, heparin does not influence the 
viscosity changes at all. They are still measurable, 
and they are measurable in the same degree as blood 
to which citrate, oxalate or any one of the other anti- 
coagulants has been added. 


It is a difficult problem, indeed, to know just what 
influence the sickle cell trait itself has on the course 
of life and death in these patients. Perhaps it has a 
great deal; perhaps, very little. 
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BALANITIS XEROTICA OBLITERANS* 


A REPORT OF TWO CASES 


By Winrrep A. SHOWMAN, M.D. 
Tulsa, Oklahoma 


Following Stuhmer’s! description in 1928 of 
an obliterating and sclerosing process of the 
glans and meatus following circumcision, which 
he designated as balanitis xerotica obliterans, 
no mention of this process appeared in the Amer- 
ican literature until Madden? in 1935 reporting 
on the balanitides discussed the diagnosis, dif- 
ferentiation and its relation to kraurosis penis 
and leukoplakia of the penis. He reported three 
cases and emphasized in kraurosis penis and 
leukoplakia of the penis that there was no con- 
striction of the urethra in either as a clinical 
distinguishing feature from balanitis xerotica 
obliterans. No additional reports appeared 
until Freeman and Layman’ published their very 
comprehensive and detailed report on balanitis 
xerotica obliterans in 1941. They reported 
eighteen cases and dealt minutely with the clin- 
ical features, histopathology and its relation to 
other diseases especially erythroplasia of Querat, 
circumscribed scleroderma, lichen sclerosis et 
atrophicus, lichen planus, kraurosis penis and 
leukoplakia. They were of the opinion that 
kraurosis penis and balanitis xerotica obliterans 
were the same disease, since insufficient clinical 
and histological differences exist to permit their 
separation. It was also their opinion that lichen 
sclerosus et atrophicans and balanitis xerotica 
were identical. In their subsequent report on 
the relationship of balanitis xerotica obliterans 
to lichen sclerosus et atrophicans they added six 
additional cases to their original eighteen. Four 
of these cases presented lesions of lichen sclerosus 
et atrophicans elsewhere on the body with the 
genital lesions, and one of the cases presented 
lesions of lichen sclerosus et atrophicans on the 
penis. They concluded that lichen sclerosus et 
atrophicans and balanitis xerotica obliterans are 
identical. Seven additional case reports appear 
in the American literature since their report: 


*Chairman’s Address, Section on Dermatology and Syphilology, 
Southern Medical Association, Forty-Second Annual Meeting, 
Miami, Florida, October 25-28, 1948. 
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Novy’ one, Leifer one, Franks’ one, Farrington 
and Garvey’ two, and Finkle® one. Farrington 
said in his case report that he had three addi- 
tional cases under treatment with diethylstil- 
besterol, and quoted Goldman who had treated 
three cases with testosterone. 

Balanitis xerotica obliterans is still a com- 
paratively rare dermato-urological condition with 
variable symptoms and it is evident that previous 
operations on the genitals are not necessary for 
its development: moreover, the process may 
occur at any age being slightly more frequent 
in the earlier decades. The early symptoms vary 
in acuteness and intensity, and quite often are 
of insufficient severity to compel the patient to 
seek medical aid; thus in many instances the 
process is fully developed when first seen. 
Among the symptoms are pruritis, pain, painful 
erections, interference with normal sexual func- 
tions, purulent urethral discharge, erythematous 
plaques on the glans, sometimes slight distortion 
resembling plastic induration, and a constant 
but not always present sclerosing of the meatal 
opening. In many instances the disease is a 
slow progressive process until it has become 
fairly well established, and the patient’s atten- 
tion has been called to a narrowing of the 
meatus with the associated atrophic changes 
on the prepuce, usually during examination. 

The histologic features of the fully developed 
condition are constant. Freeman-Layman’ said: 
“There is distinct atrophy of the epidermis, but with 
relative and absolute hyperkeratosis. There may be a 
moderate degree of intracellular edema in the lower 
portion of the epidermis and slight liquefaction degen- 
eration of the basal cell layer. A sprinkling of lymph- 
ocytes may be noted directly beneath the basal layer. 
Perhaps the most striking histologic feature of balanitis 
xerotica obliterans is the band of homogenization in 
the upper portion of the cutis. This area appears rela- 
tively acellular and edematous, and may show diminu- 
tion or complete disappearance of elastic tissue.” 


The therapy of balanitis xerotica obliterans 
has been directed chiefly to the maintenance of 
an adequate urethral opening, either by the 
surgical removal of a wedge, meatotomy or the 
passage of sounds and bougies. Stuhmer advo- 
cated bland emollients after circumcision and 
thought them to be of some prophylactic value. 
Layman! noted improvement of the entire proc- 
ess in those cases presenting a constricting band, 
especially after circumcision. Cole? in discussing 
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Freeman and Layman’s paper suggested the use 
of estrone (theelin) in the treatment of balanitis 
xerotica obliterans because it had been used suc- 
cessfully in kraurosis vulvae, and the two con- 
ditions resembled each other. Farrington® in his 
case report said that he had three cases of bal- 
anitis xerotica obliterans under treatment with 
diethylstilbestrol ointment in elderly men and 
mentioned the work of Goldzier'® whose experi- 
ments showed that a female hormone inunction 
produced regeneration of an atrophic epidermis 
in senile skins with changes in the cutis, includ- 
ing regeneration of elastic fibrils. Additional 
evidence that the steroid hormone testosterone 
has a specific effect on the preputial tissue was 
discussed by Hamilton!! who noted soft white 
odoriferous material on the preputial tissue of 
patients treated with testosterone. It has also 
been shown that the androgens will increase the 
size and function of the sebaceous glands, oil 
glands, thickness of the epidermis, growth of 
hair, vascular bed, pigmentation of the skin and 
the preputial smegma. Recently Lamb and co- 
workers!? showed, from their work with steroid 
hormones, that testosterone injected intramuscu- 
larly in three cases of dermatomyositis clinically 
improved them, as well as increased the mus- 
cular strength, regrowth of hair and benefited 
the skin lesions. Goldman!’ quoted by Farring- 
ton® reported the cure of a case of balanitis 
xerotica obliterans with the intramuscular injec- 
tions of testosterone with an emollient. He also 
reported a favorable response in a second case 
which showed evidence of resolution of the de- 
pigmented indurated area, but no return of pig- 
mentation, and no improvement in the third 
case. No mention was made of the effect upon 
the meatal sclerosis in either case. Degos, Delort, 
and Hewitt!* reported the successful use of tes- 
tosterone acetate in the treatment of kraurosis 
penis. Since the two cases to be reported were 
seen within a comparatively short time, and were 
the first two encountered, and in view of the 
favorable reports with the use of the steroid 
hormones, the effect of methyl testosterone on 
the two cases was thought to be of sufficient 
interest to warrant their report. Methyl testos- 
terone was selected on account of its higher 
efficacy when administered orally. The average 
oral dose has been estimated to be five times 
larger than the intramuscular dose. Each pa- 
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Fig. 1, Case 1 


Fig. 2, Case 1 


tient received ten milligrams of methyl testos- 
terone orally, daily, and an emollient of testos- 
terone crystals five milligrams per gram in a 
water soluble nongreasy vehicle. The emollient 
was massaged into the area affected three times 
daily. No other medication was administered, 
nor was there any form of instrumentation. Both 
cases have shown approximately fifty per cent 
improvement in their subjective symptoms as 
evidenced by less discomfort, healing of the 
fissure and performance of the sexual act with- 
out pain. In Case 1 after the patient’s attention 
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was called to the narrowing of the urethra} 
opening he noted some decrease in the calj- 
ber of the urinary stream. Objectively both 
cases appeared improved as reflected by a less- 
ening of the glistening ivory white tissue, the 
disappearance of the darkened areas, healing of 
the fissures and softening of the induration, 
There was no visible change in the sclerosed 
area which involved the meatus. It is obvious 
that further observation on the use of testoster- 
one in balanitis xerotica obliterans will be re- 
quired before it can be properly evaluated. 


REPORT OF CASES 


Case 1 (Figs. 1 and 2).—G. R., a white American, mar- 
ried, 28 years old, an oil company clerk by occupation, 
was first seen December 16, 1947. His chief complaint 
was a painful penis, especially noted after intercourse, 
and an associated white area on the under surface of the 
glans. His attention was first directed to a small tear near 
the frenulum approximately six 
years before, following inter- 
course. After several days this 
small tear would heal but the 
tearing and healing would take 
place on each subsequent con- 
jugal relationship. The white area 
around the meatal opening, and 
preputial area was first discerned 
two years ago and has gradually 
progressed, extending on the 
glans and prepuce laterally. The 
narrowing of the meatus was 
not noted until after examina- 
tion, when he was advised. 
There was no history of any 
urethral discharge, venereal dis- 
ease, phymosis or trauma. At 
no time was there any perianal 
involvement or acute inflamma- 
tory reaction except following 
the application of an irritating 
ointment some months previous- 
ly. The general physical exami- 
nation was negative except for the pathologic condition 
on the penis. A careful search of the skin was made 
to discern any lesions resembling lichen sclerosus et 
atrophicans, but none was found. Examination of the 
penis revealed an intact, fairly redundant prepuce which 
could be retracted without difficulty. There was no 
evidence of any urethral discharge or venereal residuals. 
Completely surrounding the meatus for several milli- 
meters there was an ivory white depressed ring which 
when palpated gave considerable firmness to the finger. 
The preputial tissue adjacent to and involving the 
frenulum also extending upon the glans laterally, pre- 
sented a thin glistening white area. The continuity of 
the tissue was broken at the frenulum to form a s 
superficial fissure. Interspersed irregularly throughout 
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Fig. 3, Case 2 


the white atrophic tissue there were small dirty red- 
dish brown areas giving the impression of a roentgen 
dermatitis. There was no evidence of any perianal 
involvement. All routine laboratory examinations were 
negative. The Wassermann, Kahn and Mazzini reactions 
of the blood were negative. Histological examination 
of the tissue taken from the area near the frenulum 
showed slight alteration in the epidermis. Some lique- 
faction degeneration is visible in the basal layer with a 
distinct band of homogenization in the upper cutis asso- 
ciated with a mild infiltrate in the mid cutis. The 
clinical and histological findings were sufficient to war- 
rant the diagnosis of balanitis xerotica obliterans. 


Case 2 (Fig. 3)—R. T., a white man, 39 years old, 
married, was first seen February 18, 1948. He complained 
of an itching on the penis associated with a tight band 
on the foreskin of one year’s duration. Within the 
past several months the condition had become pro- 
gressively worse, especially the pain during intercourse. 
The white area on the prepuce was first noted six 
months earlier. There was no history of any venereal 
disease, urethral discharge, trauma or phymosis. 

General physical examination revealed an obese white 
man who presented no other abnormalities than those 
referable to the penis. A careful examination of the 
entire skin did not reveal any visible lesions of lichen 
sclerosus et atrophicans. The prepuce was moderately 
redundant, intact without phymosis and there was no 
urethral discharge, nor residual evidence of any previous 
disease. Immediately surrounding the meatus there was 
a narrow, ivory white area without depression. The 
prepuce was involved with a rather extensive ivory 
white, glistening tissue which extended around the 
corona and upon the glans. At the frenulum the process 
had produced a constricting band. Throughout the entire 
Process there were scattered small red brown areas. A 
biopsy was refused. The routine laboratory examina- 
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tions were negative as well as the Wassermann, Kahn 
and Mazzini. Clinically the process was balanitis xerotica 
obliterans. 


SUMMARY 


(1) A brief review has been presented of the 
American literature to date on the condition 
Stuhmer described as balanitis xerotica oblit- 
erans. 


(2) Two additional cases are reported which 
were treated with testosterone. 
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FIBROSITIS* 


By Grorce D. Witson, M.D. 
Asheville, North Carolina 


One of the commonest disabling conditions 
that comes to a physician’s office is fibrositis, 
an inflammatory condition of the fibrous tissue, 
characterized by stiffness and pain, which is 
increased by active motion. Since 1904 when 
Sir William Gowers first applied the term fibro- 
sitis to this inflammatory reaction the English 
have discussed it frequently, while fibrositis has 
been relegated to lesser importance in this coun- 
try. Fibrositis is a painful condition that can 


*Read in Section on Physical Medicine, Southern Medical 
Association, Forty-Second Annual Meeting, Miami, Florida, 
October 25-28, 1948. 
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be diagnosed and treated by the “laying on of 
the hands.” It is not diagnosed by the labora- 
tory. Kovacs! noted few clinical reports in the 
American literature. The incidence is not less 
in the United States but difference in nomen- 
clature accounts for fewer reports. Morbid 
anatomy clears this confusion of nomenclature. 
It is of interest that Hunt? and Gordon’ over 
a decade ago believed half of the symptoms of 
hypertrophic arthritis were due to an associated 
senile fibrositis. In the fibrositis cases referred 
having an associated osteoarthritis, fibrositis was 
the dominant cause for complaint and, regardless 
of the hypertrophic changes noted by roentgen 
film, treatment of the fibrositis by physical 
therapeutic modalities gave the most satisfac- 
tory relief. 


Fibrositis requires more than salicylates, vita- 
min therapy, single procain injections or roentgen 
therapy to alleviate it. Physical therapy com- 
pletes its management. It is of interest to note 
that fibrositis was asymptomatic in the involved 
side of patients who had had poliomyelitis, yet 
symptomatic in the uninvolved side of polio- 
myelitis patients. It is the purpose of this 
paper to bring out the important findings in a 
series of 80 cases referred for physical therapy. 
This series of patients was referred after pre- 
vious examinations, laboratory tests, chemo- 
therapy and other forms of therapy had been 
administered. 


Morbid Anatomy.—Fibrositis is an inflamma- 
tory process of the various fibrous tissues of the 
body giving distinct symptoms that are fre- 
quently loosely spoken of as muscular rheuma- 
tism. In a consideration of fibrositis we dis- 
tinguish only four distinct tissues of the body: 
(1) the connective tissues, (2) the muscular 
tissues, (3) the nerve tissues and (4) the epi- 
thelial tissues. Fibrositis concerns the fibrous 
tissue, one of the ten connective tissues, which 
tissue develops from the mesoderm. Fibrous tis- 
sue functions as part of the supporting frame- 
work of the body. It forms ligaments, tendons, 
aponeuroses, investing membranes, nerve sheaths 
and fascia. In designation of the involvement 
of special parts, certain terms are employed, as 
synovitis, tenosynovitis, periostitis, bursitis and 
perineuritis. Stockman* believed that a new 
fibrous tissue is formed differing from normal 
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fibrous tissue in its tendency to contract and jp 
the fact that it is swollen, painful and tender. 
Thomson and Gordon’ noted that the morbiq 
lesions in fibrositis take the form of nodules, 
There may be generalized induration of an entire 
muscle as seen in the levator scapulae, scalene 
and sternomastoid muscles or it may be a 
localized induration especially palpable in the 
middle of the trapezius or lower third of the 
erector spinae group. 


Symptomatology.—Classification of fibrositis 
into two common types was found most con- 
venient in this series. Primary fibrositis is that 
type unaccompanied by and independent of other 
disease. Secondary fibrositis was designated as 
that type secondary to hypertrophic arthritis, 
alcoholism, diabetes, tuberculosis, menopausal 
syndrome, faulty metabolism, hypothyroidism 
and repeated trauma. 

Common features of these two types of fibro- 
sitis are pain, which may be constant but is 
especially aggravated on quick motion, aching, 
tenseness, muscular stiffness and limitation of 
joint motion. In the primary type of fibrositis 
the pain is sharp coming on suddenly, giving 
a history of a sudden muscular effort or re- 
peated occupational trauma. In fibrositis of the 
shoulder muscles there is usually an associated 
bursitis, especially the subdeltoid bursa. 

In the secondary type the pain may be sharp 
on stretching or pressure. The involved muscles 
are palpably tense and even board like in their 
hardness. The fibrositic nodules are tender to 
pressure. There is commonly an associated bur- 
sitis, tenosynovitis or perineuritis. Often a 
hypoalgesia and less often a hyperalgesia is 
found and may be detected by the pin scratch 
over the axillary nerve distribution. Fibrositis 
is characteristically unilateral. Symptoms de- 
pend upon the region involved and are desig- 
nated by the following (Figs. 1 and 2): 

(1) Cephalodynia is fibrositis involving the 
tissues of the scalp from the occiput to the 
frontal region. As Telling® said that nodular 
headache is the commonest form of headache 
bringing the patient to the physician’s office. 
Digital pressure elicits tender nodules unilater- 
ally below the superior nuchal line. Tenderness 
may be elicited over the greater and lesser 
occipital nerves. When digital pressure is applied 
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to these topographical areas the patient will 
then describe the headache more accurately as 
being over the topographical course of one or 
both occipital nerves, pronounced on the homo- 
lateral side. Occipital nerve tenderness is a 
common finding in the cephalodynia form of 
fibrositis. Perelson’s’ statement is of interest 
concerning occipital nerve tenderness: 


“J could find no reference in the literature which points 
out the presence of tenderness of the greater and lesser 
occipital nerves in different clinical forms of headache 
as a fairly constant finding.” 


(2) In torticollis, the posterior and lateral 
muscles of the neck, especially the cervical por- 
tion of the trapezius and sternomastoid muscles 
are involved. Also the scalene muscles are in- 
volved in fibrositis of the neck. The muscles 
are palpably hard, thick, tense and tender. The 
sternomastoid is prominent and cord-like. One 
side is more involved than the other. 


(3) Scapulodynia is fibrositis of the scapular 
muscles involving especially the rhomboids and 
levator scapulae. Fibrositic nodules are pal- 
pable along the vertebral border of the scapula 
and upper inner angle of the scapula, a finger’s 
breadth from the bony edge of the scapula. 


Cephalodynia 
Torticollis 


Seapul odynia 


Dorsodynia 


Pleurocynia 


Fig. 1 
Common sites of nodules and pain in fibrositis. 


(4) Dorsodynia is fibrositis of the dorsal mus- 
cles of the back, especially the erector spinae 
group and in the secondary type of fibrositis, 
nodules are palpated a finger width from the 
spinous processes of the vertebrae. 

(5) Pleurodynia is fibrositis commonly found 
in the intercostal and pectoral muscles. Deep 
breathing is painful and may be limited. Nodules 
are palpable in the tendinous insertion of the 
pectoralis major and the inferior lateral border 
of the muscle may feel bead-like. 

(6) Thoracolumbar syndrome may be fibro- 
sitis of lumbar musculature, considered in this 
series from the level of the twelfth thoracic 
vertebra to the sacrum. Pain may be dull or 
sharp, limiting such spinal motion as arising 
from a chair or assuming an erect posture from 
a standard height washstand. From the twelfth 
thoracic area pain may radiate to the groin and 
nodule palpated in the costovertebral angle. 
Pain may radiate from the lumbar area to the 
buttocks back of the thigh and to knee level. 
Flexion of the trunk is limited and lateral 
motion may be limited from unilateral involve- 
ment. Lumbar fibrositis may be often diagnosed 
as sciatica. Others’ ° have described sciatica of 
fibrositic origin. 


Cephalodyni» 


Torticollis 


Scapulodynia 


Dorsodynie 


Pleurodynia 


Fig. 2 
Common sites of nodules and pain in fibrositis. 
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Another form of fibrositis involving the ab- 
dominal wall has been described by Wilson!° 
and Klinger.'! None of the cases of this series 
had symptoms referable to the abdominal form. 


Examination and Diagnosis. — Diagnosis of 
primary and secondary fibrositis follows exclu- 
sion. The laying on of hands and especially an 
“artful thumb” is the physician’s best tool. 
There is very little aid from the laboratory or 
x-ray departments. The clinical history is of 
importance in primary fibrositis as there is often 
a history of sudden muscular strain such as 
attempting to raise a stuck window. Palpation 
of localized tender, indurated muscles, bursa or 
tendons and periarticular tissues is diagnostic. 
Secondary fibrositis requires a searching thumb 
to isolate fibrositic nodules. Having the patient’s 
muscles relaxed facilitates the examination, and 
this is best done if the examiner stands behind 
the patient seated on the edge of the treatment 
table. Palpation is best begun behind the mas- 
toid processes and proceeding downward. Palpa- 
tion is firm first along the length of the muscle 
fibers then across the length of the muscles 
moving the skin over deeper structures. 


The use of goniometry is most important in 
that it measures in degrees the limitation of 
joint motion. Likewise, goniometry reveals the 
patient’s clinical improvement under treatment. 
It was found helpful in the thoracolumbar and 
dorsodynia cases to use the tape line to measure 
trunk flexion, finger-tip to floor and to measure 
respiratory excursions. 


Treatment. — Physical therapy offers a su- 
perior form of treatment for fibrositis. Fibro- 
sitis is best managed in office practice on a 
bi-weekly or tri-weekly basis and at the same 
time the patient should continue his daily rou- 
tine of activity. The physician wisely advises 
the patient that this condition may recur or 
become chronic. Treatment requires considera- 
ble patience and perseverance on the part of 
both patient and physician. Many patients have 
run the gauntlet of patent medicines, home 
remedies and some form of home physical 
therapy. A large number of patients reported 
in this series had been using various types of 
infra-red ray lamps at home. 


The local application of deep heat with short 


wave diathermy is most beneficial. The most 
efficient method was found to sandwich the 
involved area between pad applicators. The 
use of microthermy was found just as efficient 
and it is best to inform the patient there may 
be an aching or drawing sensation while under 
the diathermy. Following the use of diathermy 
massage is employed, at first light massage to 
the involved areas, and as Krusen!? advocates 
gradually much firmer pressure should be used, 
and petrissage as the patient’s improvement per- 
mits. Active exercises are mentioned here in 
fibrositis only because it was found advisable 
for patients to carry the extremities through 
their normal range of joint motion as far as the 
pain and tense muscles will permit. Forced 
stretching of tense fibrositic involved muscles 
by manipulation or pulleys without first obtain- 
ing relaxation through the use of heat leads to 
aggravation or early recurrence of an inflam- 
matory process. Active exercises are advised as 
tense, painful muscles will permit an increased 
range-of motion. As the pendulum swings sure- 
ly from overrest to overactivity in medicine, 
it is timely that exercises be prescribed as the 
condition of the patient warrants. 


The use of neostigmine 1 cc. of 1:2000 solu- 
tion subcutaneously, given consecutively for 7 
to 10 days, did not materially shorten the course 
of the disease but appeared to speed the time 
of relief from the complaint of tenseness, per- 
mitting earlier freedom of motion. It is an- 
adjunct to the physical therapy. 


Analysis of Cases——Of the eighty cases re- 
ferred 44 were primary fibrositis and 36 were 
secondary fibrositis. In the primary fibrositis 
group the average age was 33 years, 14 being 
men and 30 women. This group received an 
average of 5 treatments with short wave dia- 
thermy followed by massage. There was an 
average blood pressure of 128/76. The blood 
pressure was the average taken from the initial 
examination at the beginning of treatment and it 
is felt not to be a true reading, especially in 
view of the finding that it is the general make-up 
of fibrositic patients to possess a sensitive nerv- 
ous system. Readings of blood pressure taken 
one hour later often revealed a 10 to 20 point 
lower systolic pressure. Thirteen of the 44 cases 
had negative x-rays. Four cases of this group 
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received = average of 5 injections of “neo- 
stigmine,” 1 cc. of a 1:2000 solution serially, 
and they received an average of 3 physical 
therapy treatments of short wave diathermy fol- 
lowed by light progressing to heavy massage 
administered at five to seven-day intervals. 

In the secondary fibrositis group there were 
36 cases with an average age of 50 years in 12 
men and 24 women. They received an average 
of 7 physical therapy treatments administered 
at five to seven-day intervals. There was an 
average blood pressure reading of 135/76. 
Twenty-nine patients of this group had roentgen 
films made at the time of initial examination 
that revealed an associated osteo-arthritis of the 
spine. Eleven cases received an average of 8 
injections of “neostigmine” serially with an 
average of 6 short wave diathermy treatments 
followed by massage. 


The commonest site of fibrositis of this series 
of cases was infra-occipitally, with the com- 
mon complaint of headache. It was felt that 
psychogenic headache was ruled out when digital 
pressure isolated fibrositic nodules in the pos- 
terior cervical muscle attachments and caused 
specific pain over distribution of either the 
greater or lesser occipital nerves. 


In considering the psychogenic aspect of fibro- 
sitis the commonest finding was of the patient’s 
fear that the family would not believe that any- 
thing was wrong or that they would be labeled 
neurotic by family or friends, since they have 
no gross physical deformity to show for their 
complaints. 

Immobilization by arm slings, back braces, 
corsets and sacro-iliac belts was found unneces- 
sary in fibrositis. 


Several cases of fibrositis having residual 
paralysis from poliomyelitis did not complain 
or have painful fibrositic nodules in the involved 
poliomyelitis shoulders, although they had typi- 
cal symptomatic fibrositis in the uninvolved 
shoulders. 


SUMMARY 


(1) Primary fibrositis required an average of 
5 treatments of physical therapy administered 
5 to 7 days apart. 


(2) Secondary fibrositis required an average 
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of 7 treatments of physical therapy adminis- 
tered 5 to 7 days apart. 


(3) Short wave diathermy and microthermy 
followed by massage is the most satisfactory 
method of treatment. 


(4) The common sites of nodules and referred 
pain in fibrositis are given in the illustrations. 


(5) Tenderness over the greater and lesser 
occipital nerves unilaterally was the commonest 
finding in patients with fibrositis who com- 
plained of headache. 

(6) Fibrositis was asymptomatic in_polio- 
myelitis involved areas and symptomatic in the 
uninvolved areas in the same patient. 


(7) The use of “neostigmine” 1:1000 sub- 
cutaneously given serially was an adjunct to 
physical therapy. 


(8) There was an associated hypotension in 
fibrositis more pronounced in secondary fibro- 
Sitis. 
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DISCUSSION (Abstract) 


Dr. Temple Fay, Philadelphia, Pa—Dr. Wilson has 
called attention to a very important symptom com- 
plex. I have seen such nodules on the nerves at 
operation. Another interesting fact about the thoraco- 
lumbar syndrome is that we sometimes find an effusion 
of fluid between the planes of the muscles. We have 
been trying to find out the cause of this reaction and 
pain, and trying to find out what to do for it. There 
is a clue that you, who are interested in this field, 
might follow, and that is that Dr. John Kolmer (of the 
Kolmer blood test) has isolated for me a Streptococcus 
viridans from the mouth which in vaccine form has 
over and over again stirred up the symptoms of pain 
along these tender spots and nodules. We feel that 
there exists a bacterial process of sensitization (allergy) 
rather than a direct infection. Schwartzman (who 
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won the Gold Medal of the American Medical Asso- 
ciation in 1935) established what is known as the 
“Schwartzman reaction” indicating that many common 
bacteria can and do cause specific tissue reactions at a 
distance from the focus. Dr. Wilson mentioned the fact 
that there were incidences in his experience in which 
pain has abated after the removal of an infected tooth. 
This is also my experience and in each instance culture 
from the root has proved to be Streptococcus viridans. 
It might be well to try autogenous vaccines of this type 
to see whether the patient is sensitized and. to see 
whether there is an allergic explanation for the pain 
rather than to seek a direct inflammatory cause. De- 
sensitization by means of autogenous vaccine has proved 
very helpful in my experience. 


Dr. Walter J. Lee, Richmond, Va—tThis is a very 
old problem. I think that we should begin thinking 
of the term “‘fibrositis”’ as a more scientific term to 
apply to the syndrome that Dr. Wilson has described. 
Dr. Lynch of the Mayo Clinic feels that since there 
are no inflammatory cells involved, it is possibly some 
pathological or chemical change. It is my feeling that 
we should sympathetically accept the term “fibrositis.” 
Some men have been prone to use it too loosely for 
covering many aches and pains and others have dis- 
missed it entirely. Dr. Wilson’s discussion certainly 
opens the field for those who will at least lay their 
hands carefully on the patient. His observation of a 
hypotension might be elaborated on a little more. 


The one idea that I have had on fibrositis, and during 
the war I had the opportunity of seeing a great deal 
of this syndrome, is that this may be one of the earliest 
manifestations of old age. We may find the degenera- 
tive processes in the bone making themselves manifest 
only later on, and since we can see those, we are prone 
to call them osteo-arthritis, when they are clearly asso- 
ciated with degenerative processes. 


Dr. Wilson (closing).—I purposely omitted to accen- 
tuate the finding of hypotension until more evidence 
has been presented by others dealing with fibrositis. 
I feel positive that the autonomic nervous system and 
capillary circulation have a great part to play in this 
condition. It is felt strongly by some, and it was defi- 
nitely stated by Gordon in England ten years ago, that 
there was an involvement of the autonomic nervous 
system in fibrositis. 


Immediate infections do not appear to be the domi- 
nant precipitating factor so much as physical and emo- 
tional circumstances. Continued improvement was seen 
in some cases of this series of fibrositis during dental 
treatment for an abscessed tooth. 


The involvement of the autonomic nervous system 
plays the leading role in the physiologic disturbance in 
fibrositis. More research along this line is in order. In 
conclusion, there is a common finding of hypotension 
in fibrositis. 
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THE USE OF ERESIPHAKE IN 
CATARACT EXTRACTION* 


By Everett R. Verrs, M.D. 
Temple, Texas 


The suction, or eresiphake, method of cataract 
extraction is commonly called the Barraquer 
method. Hulen of San Francisco described in 
the December, 1910, issue of the “Ophthalmic 
Record” his technic of removing cataracts by 
suction, but it is said by Bellows! to be the 
oldest method next to couching. Barraquer of 
Barcelona, Spain, made numerous refinements 
in the equipment and did more than any other 
person to popularize this method of cataract 
extraction. Dimitry’? stimulated interest in this 
method when he presented a syringe and tip of 
his own design. 

The average operator who has perfected his 
technic of intracapsular cataract extraction with 
forceps is not likely, and probably should not, 
change to the suction method as a routine. 
There are a fair number of operators who are 
not satisfied with their results using forceps. 
Many of these individuals and others will be 
better pleased with the eresiphake method, once 
they have perfected its technic. I do not mean 
to imply that it takes less skill for this method 
than for the intracapsular forceps extraction. 


There are certain types of cataracts that are 
removed more satisfactorily by suction than by 
forceps, regardless of the skill of the operator. 
Perhaps the intumescent cataract is the best 
example of this. The tense capsule is difficult 
to grasp with forceps and is easily torn if 
grasped. Other examples are the luxated and 
subluxated lens, and perhaps the hypermature 
lens. 

There are three methods of obtaining suction, 
namely: (1) oral suction, (2) motor suction and 
(3) suction by syringe. I have had no experi- 
ence with the use of oral suction, but there are 
a few operators who prefer this method. The 
Dimitry syringe, including modifications, is 
awkward for me to use. The use of a small 
motor for suction offers several advantages over 
the syringe. The chief advantage of the motor 


*Read in General Clinical Session, Southern Medical Association, 
Forty-Second Annual Meeting, Miami, Florida, October 25-28, 
1948. 
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suction is that the handle of the eresiphake can 
be held like a pen and considerable freedom of 
movement is possible. A double control on the 
suction is available. The suction can be con- 
trolled by having someone turn the motor on 
and off instantly when told. Suction can be 
controlled also by closing or opening the small 
opening in the handle. 

The construction of the tip is important. I 
believe the use of the eresiphake would be much 
more common if fewer lens capsules were rup- 
tured with it. The tips commonly used have 
sharp inner rims which often cut the lens cap- 
sule. Also, these tips allow for greater stretch- 
ing of the capsule, which predisposes it to rup- 
ture. The tip of my design,* illustrated in 
Fig. 1, was constructed to overcome both of these 
difficulties. Ample suction force is secured for 
extraction with this tip. 

Another advantage of this tip is that the 
portable suction machine which is everywhere 
available, can be used. The rubber tubing 
should be attached directly to the suction intake, 
after the suction bottle has been removed. This 
causes the suction to go off and on immediately 
as the switch is cut on and off. 

The “handle” of the eresiphake is held like a 
pen. The tip of the forefinger covers the small 
opening when suction is desired. 
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A round pupil is preferred. Fortunately, the 
pupils that do not dilate well are usually in the 
older group of cataract patients who are not 
too concerned with cosmetic results anyway. Ten 
per cent ‘“‘neosynephrine” emulsion is a good 
preoperative mydriatic when a round pupil 
extraction is planned. 

It is taken for granted that intracapsular 
extraction, when it can be properly accom- 
plished, is the method of choice. It is also 
taken for granted that the patient has had 
a thorough examination, both ocular and gen- 
eral. An estimation should be made as to 
whether intracapsular extraction can be per- 
formed. Age is, to some extent, a reliable guide. 
An exception, however, for example, is the cata- 
ract complicata, which has weak zonules and 
can be removed intracapsularly in the rela- 
tively young. 


As for the corneoscleral suture, any type that 
is effective and that is easiest for the operator 
to insert is the one to use. The sutures de- 
scribed by Daily and Daily,’ while not truly 
corneoscleral sutures, are easy to place and are 
effective. The writer prefers to place one of 
these mattress sutures at eleven o’clock and 
another at one o’clock, instead of using only one 
as recommended. The needle can easily be 


The author had the handle* con- 
structed, as illustrated in Fig. 2, 
with a knob at this opening. The 
primary advantage of this knob is 
that one can easily feel where the 
opening is and can be sure of its 
closure. This knob also acts as a 
lever, allowing more certain move- 
ments of the eresiphake. The 
rubber tubing? is important. It 
must be very flexible and must 
allow easy torsion movements, yet 
not collapse. 

A keratome incision enlarged 
with scissors is a little easier and 
surer for the average operator, 
especially with preplaced sutures. 


*Manufactured by E. B. Meyrowitz Surgical 
Instruments Co., Inc., 520 Fifth Avenue at A 
43rd Street, New York 18, N. Y. — 


fLatex surgical tubing, size 3/16 inch I. D. 
x 3/32 inch wall. Rubber-Latex Products, Inc., 
Cuyahoga Falls, Ohio. 


Fig. 1 
Eresiphake tip designed to lessen the number of lens capsule ruptures. 
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passed through corneal tissue adjacent to the 
limbus, the sutures used by the author, as illus- 
trated in Figs. 3, 4 and 5, instead of conjunc- 
tival tissue adjacent to the limbus, as recom- 
mended by Daily and Daily. Their recom- 
mendation to make the keratome incision imme- 
diately after placing the suture in the sclera is 
an excellent one. The double armed needles are 
then passed through corneal tissue and, lastly, 
the incision is enlarged with scissors. 

The cornea is lifted and the suction cup ap- 
plied gently to the anterior surface of the lens, 
preferably by direct view. Previous writers upon 
this subject stress the importance of holding the 
eresiphake perfectly still for a few seconds, after 
it is placed in position. Counter pressure is ap- 
plied at the limbus below. Side to side move- 
ment of the eresiphake with the lens in its grasp 


Sutures placed in the superficial layer of the sclera. It 
is simple to make the keratome incision after this suture 
is placed, and then pass the needle through corneal tis- 
sue before the incision is enlarged with scissors. 


Fig. 2 
Eresiphake handle with an elevated knob which allows easier and more certain opening and closure with the forefinger. 


is an easy manipulation, and together with the 
counter pressure easily breaks the zonules. Tor- 
sion movement, which rotates the lens in the 
same plane as the lens equator, is a more awk- 
ward manipulation and is not essential to rup- 
ture of the zonules. 


Fig. 4 
Sutures placed in the corneal tissue before the keratome 
incision is made. 


Fi 


ig. 5 
Tied corneoscleral and conjunctival sutures. 
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The lens may be delivered by lifting the 
upper border into the wound first. Tumbling of 
the lens is also easily accomplished by rotating 
the handle of the eresiphake between the thumb 
and forefinger. The writer prefers the latter 
method. 

The complication most feared by the begin- 
ner, but little feared by the experienced eresi- 
phake user, is the loss of a large amount of 
vitreous by aspiration. If vitreous is lost, it is 
for the same reasons as in forcep extraction, and 
not from aspiration. Rupture of the lens capsule 
is the most frequent complication. This can be 
reduced to a minimum with the use of the 
author’s tip. Even when the capsule is rup- 
tured with the eresiphake, usually little of the 
capsule or cortex remains. 


SUMMARY 


(1) The eresiphake is recommended as the 
method of choice in extraction of intumescent 
cataracts. It is safe and effective, however, in 
any case suitable for intracapsular extraction 
with forceps. 

(2) A tip of new design, constructed to mini- 
mize the rupture of the lens capsule, has been 
presented. The “handle” of the eresiphake has 
been constructed so as to allow a more certain 
handling of this instrument. 

(3) A simple and effective corneoscleral su- 
ture has been described. 
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HYPERPYREXIA DUE TO “DEMEROL”* 


By M. Eucene Furrse, M.D. 
and 
M. Jay Furpse, M.D. 
Miami, Florida 


“Demerol” has been found to be an extremely 
safe and valuable drug in medicine, surgery and 
the specialties. It has no acute or chronic tox- 


*Read in General Clinical Session, Miami Day, South Medi 
cal Association, Forty-S ae Day, Southern Medi- 
October 25-28, 1948," econd Annual Meeting, Miami, Florida, 
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icity in therapeutic doses and tolerance usually 
develops rapidly to the occasional annoying side 
effects. Severe reactions are rare and are charac- 
terized by extreme weakness or syncope accom- 
panied by nausea, vomiting, dizziness, pallor, 
profuse cold clammy perspiration, fall in blood 
pressure and bradycardia. This so-called nitri- 
toid reaction usually subsides promptly if the 
patient assumes a supine position. 

Allergy or hypersensitivity to “demerol” is 
mentioned by Noth, Hecht and Yonkman,*? who 
report a case with questionable drug rash, an- 
other with urticaria and a third patient who 
developed anaphylaxis as manifested by vasomo- 
tor collapse, bronchial spasm, nausea and vomit- 
ing on three separate occasions upon administra- 
tion of the drug. Marshall,*° who used the drug 
in obstetrical cases, said that some patients had 
an apparent idiosyncrasy to it and ascribed two 
cases of cyanosis to its use, but gives no details 
of these cases or of the other types of idiosyn- 
crasies noted. 


Fever or hyperpyrexia due to “demerol” has 
not been reported in the literature!-?° and this 
type of reaction is unknown to Batterman,!! one 
of the chief investigators of the drug, and also 
to its manufacturers.6? The only mention of 
temperature elevation relative to the use of 
“demerol” is as a rare part of the withdrawal 
syndrome in “demerol” addicts. Thus Himmels- 
bach’8 noted low grade fever and Polonio™? 
reported both high and low grade fevers in the 
withdrawal syndrome in certain “demerol” ad- 
dicts. This fever could be relieved by the admin- 
istration of “demerol.” 


Case Report—The following case report is a brief 
summary of a case of prolonged and recurrent hyper- 
pyrexia due to “demerol.” Course and therapy are 
shown graphically in Chart 1. 

A 32-year-old white, single woman laboratory tech- 
nician was admitted to the Jackson Memorial Hospital 
on January 16th, 1948, with a chief complaint of hema- 
turia, dysuria, bilateral back pain and fever of several 
days’ duration. 

Past history was negative for allergy except for an 
episode of urticaria associated with a gastro-intestinal 
upset in the past year. There was a history of seven 
years’ chronic low grade afternoon fever of unknown 
etiology. 

The admission complaints were found to be due to a 
urinary tract infection caused by a streptomycin sensi- 
tive B. coli. The response to penicillin and sulfamera- 
zine was inconsequential, but within eight hours of 
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starting the streptomycin therapy, the urinary symptoms 
disappeared, the temperature dropped to normal, the 
urine promptly cleared and remained clear thereafter. 
However, on the third day of streptomycin therapy, 
the temperature rapidly rose to 102.6° F. and there- 
after rose more gradually to reach a plateau of around 
103 to 104° F., which persisted, as shown by the chart, 
for several weeks. 


During this period, the patient complained bitterly 
of severe headache, severe backache, generalized aches 
and pains, nausea, frequent vomiting and complete 
anorexia. Physical examination during this period was 
never remarkable except for a relative bradycardia with 
a pulse rate usually below 90 and frequently below 80. 
During the entire illness, the patient looked much better 
than her fever chart would indicate. Her skin was dry 
and did not appear hot to the touch. She was given 
“demerol” frequently during this and subsequent periods, 
as shown by the chart, with only partial relief of symp- 
toms for a short duration. 


During this and subsequent phases of her illness, 
x-rays, laboratory studies and special consultations were 
frequently used but were helpful only in excluding the 
usual causes of prolonged fever. The significance of the 
shock-like episode during the middle of the third hos- 
pital week was not appreciated at the time but in retro- 
spect was felt to be the so-called “nitritoid” reaction 
sometimes reported following the use of “demerol.” 
During the fifth hospital week, the patient’s pain became 
more localized in the left flank and in the entire left 
leg and this pain was aggravated by manipulation of 
the now retroverted uterus or by palpation in the left 
vault. 


In the sixth week, just prior to the onset of her 
menstrual period, the fever started to rise, the pain in 
the leg increased and at that time a diagnosis of pelvic 
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thrombophlebitis was made on the basis of an increased 
diameter of the entire left leg of 42 to 1 inch with 
tenderness over the left iliac and femoral veins. Therapy 
as outlined on the chart with sulfonamides, penicillin, 
papaverin and “etamon” was begun and coincident with 
this because of a fear of possible addiction to the 
“demerol,” “demerol” was decreased and then omitted, 


Clinical improvement on this routine was marked with 
rapid drop in temperature and disappearance of all 
symptoms except slight discomfort in the left leg. During 
the next three-week period, the patient was permitted 
ambulatory privileges with no untoward effect except 
some increase in the leg pain and occasional elevation jn 
temperature but to no higher level than she was accus- 
tomed to run prior to this hospitalization. Toward the 
end of the ninth week with the approach of her expected 
menstrual period, she had marked increase in the leg 
pain and elevation of temperature. A flare-up of her 
phlebitis was diagnosed and intensive therapy again 
instituted. Therapy included “demerol” for relief of the 
pain. 

In spite of the intensive therapy, the patient’s clinical 
picture became worse for, in addition to the leg pain, 
headache, anorexia and nausea which had been present, 
there were vomiting, severe pain in the back and the 
temperature continued to spike higher. At the end of 
the tenth hospital week, it was suspected after an 
analysis of the chart that “demerol” might be causing the 
fever. It alone was omitted and within twelve hours 
the temperature was normal. Thereafter, it remained 
normal except when febrile episodes were produced 
experimentally by means of “demerol” and except for 
temperature associated with a flare-up of the phleb‘tis 
at the next menstrual period. 


Clinical Experiments——Aiter the patient had been 
afebrile and ambulatory for approximately one week, 


Chart 1 
Fever and 


therapy chart. 
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yarious clinical experiments were performed to study 
the drug allergy in this patient. All medications, except 
“demerol,” used by the patient were given without the 
production of fever. A skin test with “demerol’’ resulted 
within thirty minutes in a marked wheal and pseudo- 
podia formation. 

Chart 2 shows nine experiments performed during 
which fever was produced each time by the administra- 
tion of “demerol.” The first experiment in which 50 mg. 
of parenteral “demerol” every three hours for five doses 
was given resulted in prompt rise in rectal temperature 
to 104.2° associated with headache, backache, nausea, 
vomiting and complete anorexia. The second experiment 
using oral “demerol” in the same dosage produced even 
more marked febrile response and similar symptom com- 
plex. The third experiment showed the response to a 
single parenteral dose of 25 milligrams of “demerol.” 
The fourth and sixth experiments show that 100 mg. 
of “benadryl” one hour before the single parenteral dose 
of 25 mg. of “demerol” blocked in part the febrile re- 
sponse to the drug. The fifth experiment, however, 
showed that 100 mg. of “pyribenzamine” one hour 
before the single parenteral dose of 25 mg. of “demerol” 
had no blocking effect but actually seemed to potentiate 
the febrile reaction to the drug. Experiments seven, 
eight and nine showed the greater febrile response to 50 
mg. of “demerol,” the blocking effect of “benadryl” when 
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given before “demerol” and the potentiating effect of 
“pyribenzamine” when given before “demerol.” 

Several months later, a systematic study was made 
of the influence of the various antihistaminics. After 
one or more test doses of all the antihistaminics had 
been given without the production of fever or significant 
symptoms, the general plan followed was to give orally 
one of the antihistaminics one or more hours before a 
single parenteral dose of 12.5 mg. of “demerol” and 
note variations in the anticipated febrile response. 
Results of these experiments are shown in Charts 3, 4 
and 5. Experiments 10, 11 and 12 show that there is a 
definite relationship between the height of the fever and 
the dosage of “demerol.” Experiments 12, 18, 25 and 30 
show that the febrile response to 12.5 mg. of parentera! 
“demerol” remained constant at 102.4 to 102.8 through- 
out the period of study and support the contention held 
that any change in febrile response was due to ante- 
cedent medication rather than to spontaneous change in 
degree of sensitivity to “demerol.” 

The remaining experiments show that the effects of 
the various antihiStaminics on this particular patient’s 
drug allergy can be divided into three groups: Group 1, 
made up of those drugs which block completely or in 
part the febrile response to the drug; the second group, 
made up of those drugs which increased or potentiated 
the severity of the febrile response; and the third group 
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and 34). 


which had no apparent effect on the febrile reaction. 
Thus, in the first group are “benadryl” (Experiments 
4, 6, 8, 13, 16, 34) and “decapryn” (Experiments 19, 
23, 29, 33). “Benadryl,” milligram for milligram, seemed 
about twice as potent as “decapryn” (Experiments 29 
In Group 2 are “pyribenzamine” (Experi- 
ments 5, 9, 26), “trimeton” (Experiment 15) and “the- 
phorin” (Experiment 24). 
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In Group 3, with no effect, fall the majority of the 
antihistaminics, namely: “antistine” (Experiment 20), 
“tagathen” (Experiment 21), “thenylene” (Experiment 
22), “histadyl” (Experiment 31), “neoantergan” (Experi- 
ments 14 and 32), “diatrin” (Experiments 17 and 27) 
and “neohetramine” (Experiment 28). To be certain 
that their apparent lack of effect was not due to dosage 
or to absorptive difficulties, various doses were tried in 
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Part 1. The systematic study of influence of various antihistaminics of experimental ‘‘demerol” hyperpyrexia. 
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varying intervals before “demerol” but no change in 
their effect was noted in these experiments. 


Chart 6 shows the name and chemical structure of 
the various antihistaminics used in this study. Not a 
sufficient number of drugs was used to make any defi- 
nite correlation between the structure and action but 
certain observations are of interest. The two drugs 
which were effective in blocking fever, “benadryl” and 
“decapryn,” both had an ether linkage. This suggests 
that any antihistaminic with this linkage might be 
effective in this particular case. There is no common 
feature in the structure of the drugs which potentiate 
the fever, namely, “pyribenzamine,” “trimeton” and 
“thephorin;” but it is of interest that such a slight 
change in structure as exists between “pyribenzamine” 
and “neoantergen,” namely, the presence of a methoxy 
(-OCH3) group in the latter, should alter the action 
sufficiently to make “neoantergen” without effect in this 
patient’s allergy, while “pyribenzamine” potentiates the 
allergy markedly. 


DISCUSSION 


The clinical picture of this patient with high 
fever, bradycardia, good general condition and 
the failure to find abnormalities in laboratory 
or physical findings is quite characteristic of 
drug fever and perhaps should have led to an 
earlier diagnosis as to the etiology of this pa- 
tient’s prolonged illness. There have been nota- 
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tions in the recent literature that certain allergic 
conditions, especially dermatoses and asthma, 
become worse under antihistaminic treatment 
but other factors than the antihistaminics them- 
selves were frequently credited for this reaction. 
In this case, we have definite evidence of an 
allergy made worse by certain antihistaminics 
and benefited by others. This observation leads 
us to believe that a revision of our concept of the 
mechanism of action of these drugs is in order, 
for if their mode of action was all the same, 
namely, by neutralizing histamine, their effect 
should be similar varying only in a matter of 
degree rather than producing opposing effects 
as noted in this patient. We wish to emphasize 
that no general conclusion as to the comparative 
value of the various antihistaminics in allergic 
disorders should be made on the basis of a single 
study of this type. From a practical point of 
view, it would suggest that if a patient’s allergy 
is not benefited, or is aggravated by any one of 
the antihistaminics, each one of the available 
preparations should be tried before the possible 
value of antihistaminic therapy in any particular 
case is denied. 


\ 
\ 


ANTIHISTAMINIC | DIATRIN DECAPRYN 
(mgms per dose ) 100 100 | 50 


NONE 100 100 


DECAPRYN | BENADRYL 
75 25 


Chart 5 
Part 3. The systematic study of influence of various antihistaminics of experimental ‘“demerol” hyperpyrexia. 
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Chart 6 
Structural formula of antihistaminics. 


SUMMARY 


(1) A case of prolonged and recurrent fever 
due to idiosyncrasy to “demerol” is presented. 


(2) Certain of the antihistaminics blocked 
this febrile response while other antihistaminics 
markedly potentiated the febrile response to 
“demerol.” 


(3) The theoretical and practical implications 
of these latter observations are discussed. 


* 


Appreciation is expressed to the patient for her coop- 
eration in this study, to the physicians who saw this 
patient in consultation and to the manufacturers of the 
antihistaminics who cooperated in supplying the prepa- 
rations used in this study, namely: Abbott Laboratories, 


North Chicago, Illinois (“thenylene”) ; Eli Lilly & Com- 
pany, Indianapolis, Indiana (‘‘histadyl”); Hoffmann- 
LaRoche, Inc., Nutley, New Jersey (“thephorin”); 
Merck & Company, Rahway, New Jersey (“neoanter- 
gan”); Lederle Laboratories, New York, New York 
(“tagathen”) ; Schering Corporation, Bloomfield, New 
Jersey (“trimeton”); William S. Merrell Company, 
Cincinnati, Ohio (“decapryn”); William R. Warner & 
Company, New York, New York (“diatrin”) ; Wyeth, 
Inc., Philadelphia, Pennsylvania (“neohetramine”) ; Ciba 
Pharmaceutical Products, Inc., Summit, New Jersey 
(“pyribenzamine” and “antistine”). 
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MULTIPLE SUBCUTANEOUS ABSCESSES* 


PRODUCED BY THE HYPODERMIC INJECTION 
OF FECES 


By Maurice SULLIVAN, M.D. 
and 
ALFRED Trosow, M.D. 
Baltimore, Maryland 


Self-inflicted injuries of the skin are seen oc- 
casionally by the dermatologist. Neurotic excor- 
iations, hysterical dermatoses and malingering 
are to be differentiated. Neurotic excoriations 
are manifestations produced by an unstable pa- 
tient as a result of uncontrollable itching or 
burning, the imagined presence of animal infes- 
tation, or an irresistible desire to rub or dig the 
skin; the patient may be aware of, and usually 
admits having caused the lesion. In hysterical 
dermatoses the lesion is not intentionally pro- 
duced and the patient may not be aware of, or 
admit having caused it; other evidences of 
hysteria are present. In malingering the injuries 
are intentionally produced in order to avoid 
work, gain sympathy, attract attention, collect 
compensation or insurance, or for other similar 
reasons. The patient is usually intelligent and 
aware of the cause of the lesion, but will not 
admit having caused it; he or she may refuse 
to cooperate in any way or volubly advance 
explanations of the cause of the injury. 


Self-inflicted injuries are recognized by their 
bizarre appearance, lack of conformity to known 
diseases, ability of the patient to predict the 
appearance of lesions in some cases and limita- 
tion to areas readily reached by the hands. How- 
ever, cases of malingering have been reported 
in which a long implement was used or the 
causative implement or material was placed in 
a fixed position and remote parts of the body 
rubbed or pressed against it. Friction, excoria- 
tion, application of animal, vegetable or mineral 
irritants, various means of application of physi- 
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cal agents are some of the methods commonly 
employed by malingerers. 

There have been few reports of self-inflicted 
deep dermal or subcutaneous injuries; epidermal 
changes, if present in such cases are secondary, 
Ingenuity and special instruments are required 
to produce such lesions. Watchful waiting for 
“slips” which incriminate the patient, carefyl 
observation and ingenuity of a greater degree 
than that possessed by the patient are required 
to diagnose these conditions. 


We have had recently under our care a pa- 
tient who was regarded for twelve years by many 
competent dermatologists and surgeons as hay- 
ing an unusual form of panniculitis. The self- 
induced cause, which had eluded the physicians 
who had previously treated her, was finally dis- 
covered by us after a twelve-week period of ob- 
servation. 


CASE REPORT 


The patient’s chief complaint was of chronic recurrent 
subcufaneous abscesses. The past history was irrelevant. 
The present illness followed an attack of “grippe” in 
1936, when a warm, tender, subcutaneous swelling in the 
posterior portion of the left thigh was observed. This 
was followed, in a few days, by a similar lesion nearby. 
On incision and drainage a brown, oily fluid was ob- 
tained. There have been many recurrences of this 
sequence of events since that time. In December, 1942, 
after six months’ freedom from recurrences, she joined 
the WAAC. While in the service there were three recur- 
rences. She was given a medical discharge in October, 
1944, because of psychoneurosis, mixed type, severe. 
She remained well until August, 1945, when following 
acute bronchitis, tender subcutaneous swellings recurred. 
The patient has been hospitalized since. During the 
attacks there was usually an elevation of temperature. 
The patient was severely nauseated and refused to eat. 
Frequently there were episodes of oliguria. Subcu- 
taneous abscesses occurred on the lower extremities, 
hands and wrists. She was able to predict when the 
abscesses were about to appear. She would complain 
of a feeling of fullness under a certain area of the skin 
and two to three days later a localized swelling would 
appear. The centers were necrotic and healed slowly 
after spontaneous rupture, incision, excision, or aspira- 
tion. There was no history of bromide or iodide medi- 
cation. 


Previous to her admission to this hospital on May 
14, 1947, the patient had been treated for 18 months 
in another Veterans Administration Hospital. During 
her hospitalization at the other institution treatment 
consisted of general supportive measures, penicillin in 
dosage as high as one million units daily, streptomycin 
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and various sulfonamides. Multiple surgical excisions 
had been made in an effort to eradicate “the disease.” 


Physical examination at the time of admission re- 
vealed an emaciated white woman, 35 years of age, who 
was bedfast and appeared chronically ill. There were 
numerous well-healed, deeply depressed scars on the 
buttocks and lower extremities, marking the sites where 
the subcutaneous abscesses had been surgically excised 
while she was in the other institution. Contractures of 
the muscles of the lower extremities secondary to the 
extensive surgical procedures were present. There were 
no abscesses at the time of admission. 


On admission the erythrocyte count was 3,800,000 
per cu. mm. and the hemoglobin was 78 per cent. On 
discharge the erythrocyte count was 4,280,000 per cu. 
mm. and the hemoglobin 84 per cent. The white blood 
cell count during remission was 6,000 per cu. mm.; 
during infection, 12,000 per cu. mm.; the differential 
was normal at all times. The sedimentation rate during 
remission was 2 mm. in one hour; during infection 25 
mm. in one hour. During periods of oliguria the spe- 
cific gravity was 1.023 to 1.030; a trace of albumin 
was present with 5 or 6 white cells per high power 
field. On other examinations the urine was within 
normal limits. Non-protein nitrogen was 57 mg. per 
cent. Total proteins were 7.42 mg. per cent. (Albumin 
4.46, globulin 2.96, albumin-globulin ratio 1.15 to 1.) 
The serologic test for syphilis was negative. 


X-ray studies of the upper gastro-intestinal tract, 


chest, lumbar spine, pelvis and right hip showed no 
abnormalities of note. 


Cultures of material obtained from the subcutaneous 
abscesses showed at different times the following: 
Streptococcus fecalis, B. proteus, microaerophilic alpha 
streptococci, hemolytic Streptococcus aureus, diphthe- 
roids, B. subtilis, Escherichia freundi, Escherichia coli. 
Cultures and guinea pig inoculations were negative for 
acid-fast bacilli. No fungi were found. Biopsy section 
showed diffuse cellular infiltration confined to the cutis 
and not involving the subcutaneous fat. Polymorphonu- 
clear leukocytes predominated in the cellular infiltration. 


Two weeks after admission she informed us that 
within two days a new abscess would appear on the 
left ankle and she indicated the exact spot in which 
an abscess developed two days later. Subsequently, she 
predicted the sites where other abscesses appeared. The 
location and appearance of the abscesses, taken into 
consideration with her ability accurately to predict their 
onset, pointed to the possibility of malingering and the 
patient was carefully observed day and night. She was 
examined by the staff psychiatrist, but a diagnosis of 
psychiatric disease was not made because of the patient’s 
uncooperativeness; constitutional psychopathic state was 
considered. On August 22, 1947, it was discovered that 
the patient had in her possession a 2 cc. hypodermic 
syringe, a 22-gauge 2-inch needle, and a 23-gauge 1-inch 
needle and a 2-ounce bottle containing a dark, grayish- 
brown liquid, with a fecal odor. Cultures made from 
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the chamber and the barrel of the hypodermic syringe 
revealed growth of Escherichia coli and a Proteus spe- 
cies. Cultures of the contents of the bottle found in 
the patient’s possession grew Escherichia coli and a 
Proteus species. Microscopic examination of the con- 
tents of the bottle showed vegetable cells of various 
types, starch granules, (iodine positive) muscle fibers 
and Charcot-Leyden crystals. When confronted with 
these findings the patient denied having induced the 
subcutaneous abscesses. She stated that she had used 
the needles and syringe for administration of medica- 
tion for relief of migraine headaches, which had been 


Anterior view of thighs showing numerous large, deeply 
depressed scars marking the sites where subcutaneous 
abscesses had been surgically excised. 


Fig. 2 
Showing numerous disfiguring linear scars on the buttocks 
and upper posterior thighs where subcutaneous abscesses 
had been excised. Contractures of the lower extremities 
resulted from these extensive surgical procedures. 
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present before hospitalization. The contents of the 
bottle were alleged to be material draining from one of 
the abscesses, which the patient had planned to send 
to a friend who was a laboratory technician. At this 
juncture attendants were assigned to the patient at all 
times and all of her belongings except those absolutely 
necessary were removed from her room. In the follow- 
ing four months, while she was under vigilant surveil- 
lance, there were no new abscesses. The patient became 
ambulant, gained weight and strength. She was seen 
again by the psychiatrist who found a marked change 
in her and the bland indifference and uncooperative 
attitude previously noted was replaced by willingness 
to discuss a number of her concerns. Nothing was 
noted in her day to day behavior which allowed the 
psychiatrist to make a diagnosis of psychosis, but the 
psychiatric condition was believed to be psychoneurosis, 
mixed type, with self-induced lesions. 


DISCUSSION 


The willingness of the patient to submit to 
repeated surgical procedures resulting in exten- 
sive scarring and interference with locomotion 
is of interest. Before the true cause was dis- 
covered, the patient’s demands on the resident 
and nursing staff were tremendous. It was neces- 
sary to administer intravenous therapy contin- 
uously to sustain her. Special attendants were 
required to meet her numerous needs. Simon! 
mentions Dieulafoy’s case of self-induced, deep, 
recurrent ulcers of the hands and arms which 
lead to various surgical operations and finally to 
amputation of one arm. The patient continued 
to cause injuries of the other arm, and this 
would have been amputated with his consent 
if malingering had not finally been detected. 
Ormsby’ cites an instance in which a student 
nurse had produced gangrenous lesions of the 
hand over a period of one year with pure phenol 
and a needle. One finger had been amputated 
and amputation of the hand was being consid- 
ered when malingering was discovered. Stokes 
and Garner’ reported presumably self-induced 
injuries in a 40-year-old woman resulting in 
multiple amputations of fingers and toes. 


SUMMARY 


The case of a patient with multiple self- 
induced subcutaneous abscesses is presented. 
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FAMILIAL MYOCLONUS* 


REPORT OF FOUR CASES WITH ELECTRO- 
ENCEPHALOGRAMS 


By Wivmort §S. LitTLEJoHN, M.D.* 
Birmingham, Alabama 


Myoclonia is described as sudden, short, irreg- 
ular, lightning-like contractions of the muscles, 
rarely affecting the face and neck.! 


Davison and Keschner’ speak of myoclonus 
epilepsy as a rare entity associated with gen- 
eralized convulsions. Tracy Putnam and others 
disagree that the disease is rare. Muskins' de- 
scribed 185 cases of myoclonic manifestations 
in 300 cases of epilepsy. 

Many varieties and various types have been 
described and classified. They are Unverricht’s* 
progressive familial myoclonus, paramyoclonus 
multiplex of Friedreich, and epidemic myoclonus 
multiplex as described by Ramsay Hunt, and 
others. 


Rushton® reported two cases of myoclonic 
epilepsy which were of interest primarily be- 
cause “it is not common for them (the myoclonic 
jerks) to assume prominence as a manifestation 
of the epileptic state.” Electro-encephalographic 
studies were reported on his two patients. 


Wechsler’ describes myoclonus as muscle con- 
tractions which usually do not produce move- 
ment but the muscle or muscles jerk as if stimu- 
lated by a faradic shock. He points out that 
characteristically the movements are aggravated 
by emotion and unaffected by volitional effort. 


Four cases of familial myoclonus will be pre- 
sented here. Two are of one family and two of 
another family. Each gives a history that at 
least one or more close relatives had a similar 
condition or epilepsy. In addition to the family 
history, these cases are interesting in that the 
respective families each show abnormal electro- 
encephalogram patterns of similar types. 

Two of the patients are mother and daughter. 
Three successive generations are represented in 


*Read in Section on Neurology and Psychiatry, Southern Medi- 
cal Association, Forty-Second Annual Meeting, Miami, Florida, 
October 25-28, 1948 

*The electro-encephalograms were made and interpreted by Dr. 
Samuel C. Little, Medical College of Alabama. 

¢Chief of Neurology, Medical College of Alabama, Birmingham, 
Alabama. 
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that the former’s father had the same trouble. 
None of the three showed mental deterioration. 
The other two are sisters with the history 
that a third sister died in a mental hospital with 
epilepsy. These siblings constitute a collateral 
incidence. 
CASE REPORTS 


Case 1—K. S., a white woman aged 26, was first 
seen in the office in March, 1946. She had had jerking 
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R, right ear; L, left ear: G, interconnected grounded ear leads; F, frontals; C, centrals; O, occipitals; T, temporals; 
mark, 1 second; amplitude, 50 microvolts. (Same for succeeding illustrations.) 
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spells all of her life. She jerked all over whenever she 
had these episodes, but did not lose consciousness or 
bite her tongue. She did not consider the spells as 
convulsions. Most of the attacks of jerking came on at 
night, and she usually awakened in the early mornings 
with them. She had improved during the preceding 
year. No progression of symptoms over the years had 
been noticed. 

The past history revealed a fractured skull at the age 
of 8, some years after the onset of the seizures. She 
took phenobarbital for 3 years without appreciable 


Case 1 
; Time 


Fig. 2, Case 2 


? 
IS 
ic 
n- 
1am, ‘ 


406 SOUTHERN MEDICAL JOURNAL May 1949 


relief. She had found that when she awakened with the 
jerking spells at night, coffee would induce relief and 
sleep. 

The patient’s mother, aged 54, and the maternal 
grandfather suffered the same type of jerking. Both 
had had the trouble all their lives. The grandfather 
died at the age of 60 with “heart disease and arterio- 
sclerosis.” There was no evidence of mental disorder in 
either. The mother will be reported in this paper as 
Case 2. Neither had convulsions at any time. 


“SHOWING EF 
HYPERVENTILA® 


The general physical examination was essentially 
negative. 

The neurological examination revealed frequent 
grimacing, wrinkling of the forehead and twitching of 
the eyelids. Later, there were pronounced quick, regular, 
fleeting contractions of the muscles of the neck, face, 
hands, arms, and legs. These were aggravated under 
observation, embarrassment and emotional stress. Her 
mother said that these same phenomena appeared while 
she was asleep and would awaken her. 


Fig. 2A, Case 2 
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The patient was tense, apprehensive and self-conscious. Correlation: “The few spikes seen plus the fast charac- 
She was rather proud of the fact that “the condition I ter generally are compatible with a myoclonic type dis- 
have is very peculiar.” No evidence of psychosis or order.” 
mental deterioration was elicited. Three-tenths gram “tridione” twice a day gave almost 

Laboratory reports were essentially negative except complete relief. The patient said recently, “I feel so 
for the electro-encephalogram made November 26, 1946 much better it is hard to believe.” She has been regu- 
(Fig. 1). larly employed in a book binding shop for the past 18 

The interpretation of the encephalogram was: “Ab- months. 
normal, fast, indicating general cerebral irritation.” Case 2.—F. S. (mother of Case 1), a white woman 
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aged 54, was first seen in the Neurology Clinic, Medical 
College of Alabama, November 8, 1946. She had had 
“nervous spells” all her life. She drank 12-14 cups of 
coffee and took aspirin daily to help control her twitch- 
ings. She described episodes of sudden muscular twitch- 
ings, at times so severe as to cause her to fall. She 
denied grand mal convulsions or unconsciousness. There 
had been no progression of symptoms through the 
years. 

She had suffered headaches for years and amenorrhea 
since removal of the ovaries at the age of 29. Other- 
wise the past history was irrelevant. The family history 
was the same as that of Case 1. 

Findings on examination were irrelevant except for 
the neurological findings. There were periodic myo- 
clonic contractions, lightning-like in duration, involving 
the arms, hands, fingers, toes, and at times, all extremi- 
ties. These at intervals would cause the arms to be 
thrown in a semi-purposeful manner. 

She showed no evidence of a psychosis or intellectual 
deterioration. She was self-supporting. 

Laboratory studies were negative except for an electro- 
encephalogram made November 12, 1946 (Fig. 2 and 2A). 

The interpretation of the electro-encephalogram was: 
“Abnormal paroxysmal electro-encephalogram with iso- 
lated spikes and much grand mal fast activity.” 

Correlation: “Entirely compatible with, and highly 
suggestive of a myoclonic type of convulsive disorder. 
The fast activity suggests the possibility of grand mal 
seizures in addition to the myoclonia.” 

Three-tenths gram “tridione” three to five times daily 
has practically controlled the myoclonic seizures, reduc- 
ing them to a few every several months. One-tenth gram 
phenobarbital twice a day has been added at intervals. 
Because of a slight glare reaction and skin rash on two 
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occasions the dose of “tridione’ was changed from time 
to time. 


A repeat electro-encephalogram was done October 20, 
1948, after the patient had taken 1.32 grams “tridione” 
for 2 years (Fig. 2B). 

Correlation: “Same excessive activity as November 26, 
1946, but the rapid high voltage spikes are much les 
frequent.” 


Case 3—O. M., a white woman aged 58, was admit. 
ted to Jefferson Hospital February 20, 1948. Since the 
age of 32, 25 years before, she had suffered with episodes 
of muscular twitching or jerking of the trunk, abdomen, 
extremities, eyelids and face. This was diagnosed chorea 
in 1923. These episodes lasted from 10 days to 2 weeks 
and recurred at intervals of a few months to five years, 
Concurrent with these jerking episodes she experienced 
“mental depression.” No lapse of consciousness o¢- 
curred. 

Past history revealed that the patient separated from 
her husband in 1920, and again in 1929. Oophorectomy 
was done at the age of 24 with no menses since. __ 


A sister had died in the State Mental Hospital with 
epilepsy. Another sister had migraine headaches, 4 
third sister, age 62, had been treated at a mental hos- 
pital 4 years before. (This sister will be reported as 
Case 4.) 

For academic interest, an electro-encephalogram done 
upon a son of this patient proved to be entirely normal. 
Otherwise the family history was irrelevant. 


General physical examination was essentially negative 
except for the neurological findings. There were fre- 
quent, severe myoclonic contractions involving the entire 
musculature. The gait was jerky, dancing and scissors- 
like. The contractions of the abdominal muscles caused 
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an expiratory outcry which interfered with speech. With 
these contractions were myoclonic twitchings of the eye- 
lids. It was very difficult for the patient to walk due 
to the violent spasms of the muscles of the legs and 
trunk. 

The myoclonic contractions were greatly exaggerated 
under emotional tension or observation. They were 
much less pronounced when the patient was lying in 
bed and became worse when she assumed the upright 
position. They were unaffected by volitional effort. 

There was no evidence of depression, psychosis or 
deterioration. 

Laboratory studies were normal except for the electro- 
encephalogram done February 20, 1948 (Fig. 3). 


The electro-encephalogram was interpreted as “Abnor- 
mally fast. Some paroxysmal slow waves are seen occa- 
sionally, square wave form, about five to six per second. 
There was no localization except occasionally there 
seemed more fast activity on the left.” 

Correlation: “Although the characteristic myoclonic 
pattern is that of wave and spike, I have seen several 
patients with this type of electro-encephalogram with 
a more or less continuous myoclonic movement (like 
myoclonus epilepsy). There are some forms which 
could easily suggest psychomotor, but they are the 
square wave form sometimes seen where the psycho- 
motor attacks are the result of organic brain damage.” 

Caffeine citrate in large doses had no effect. “Tri- 
dione” 0.3 gram and “dilantin” sodium 0.1 gram three 
times daily each were begun February 22, 1948. After 
48 hours she was able to walk about the hall. The 
contractions were mild and the outcries ceased. The 
report of the electro-encephalogram on February 28 
follows: (Fig. 3A). 


Interpretation: “Borderline slightly fast.” 

Correlation: “There is definite change since the last 
record (on ‘tridione’). While there is slight decrease in 
the one-twenty-fifth second activity, much fewer sharp 
waves (one-eighth second) are seen in the central areas 
and the ‘alpha’ is also prominent.” 


Case 4.—T. J. W. (sister of Case 3), a white woman 
aged 67, was seen in the office March 30, 1948, because 
of “senile dementia,” mutism, mental deterioration and 
mental depression. She had been in a mental hospital 
four years previously. She had displayed no grief at the 
recent death of her husband. She was entirely dis- 
interested in her surroundings. There was no history 
of convulsions or loss of consciousness. 

For her family history, see Case 3. 


Physical examination revealed a blood pressure of 
184/120. There was evidence of loss of weight. Twitch- 
ing of the lower jaw was noted which became exag- 
gerated on opening the mouth. There was myoclonic 
jerking of the extended left arm. During passive move- 
ment of the extremities one could feel invisible myo- 
clonic contractions which were difficult to differentiate 
from cog-wheel phenomena. 
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Because of the family history electro-encephalograms 
were made (Fig. 4) on March 30, 1948. 

Interpretation: “Abnormal electro-encephalogram with 
spikes (multiple) principally on the right side.” 

Correlation: “Quite suggestive of a myoclonic disorder. 
Very similar to her sister’s record except that changes 
are mostly on right side.” 


She was given “dilantin” sodium 0.1 gram three times 
a day for a month without benefit. “Dilantin” was dis- 
continued and “tridione” three times daily prescribed. 
Under “tridione” therapy she has become more amenable, 
active and more interested in her surroundings. Although 
she has not been examined since the institution of 
“tridione” therapy, her sisters report that she still remains 
a nursing case though greatly improved. 


The pathology of the myoclonias is subject to ques- 
tion. Davison and Keschner? reported inclusion bodies 
throughout the nerve and glia cells of the central nervous 
system except the spinal cord. The dentate nuclei and 
substantia nigra are chiefly involved. The etiology is 
not known. 


CONCLUSIONS 


Cases 1 and 2 are two cases of familial myo- 
clonus occurring in three successive generations, 
in all of whom the condition was noticed in in- 
fancy and persisted throughout their lives. There 
was no evidence of mental deterioration or pro- 
gression of symptoms in any of the three cases 
even up to 60 years for one. 


Cases 3 and 4 were two sisters from a family 
from which another sister had died in a mental 
hospital with epilepsy. Case 4 had definite 
mental deterioration and the epileptic sister was 
psychotic for years before her death. Case 3 
had “mental depressions” with her episodes of 
myoclonia. Another sister was said to have 
migraine. There was no history of similar con- 
ditions in the antecedents or descendants of this 
family. A son of Case 3 had normal encephalo- 
grams. These cases occurred entirely in siblings 
of one generation. 


In all four of these patients symptoms were 
controlled or benefited by the use of “tridione.” 
All four had significant electro-encephalograms 
of interest and importance in the diagnosis. 
Drinking large quantities of coffee (caffeine) 
alleviated the symptoms of Cases 1 and 2. All 
four of these patients have been followed for 
periods of 8 months to 2% years and are still 
under observation and treatment at intervals. 


Cases 1 and 2 we have classified as familial 
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myoclonus; Cases 3 and 4 as Unverricht’s pro- 
gressive familial myoclonus. 


REFERENCES 


. Lindemuller, F. G.: J. Nerv. and Ment. Dis., 77:489-491 
(May) 1933. 

. Davison, Charles; and Keschner, Moses: Arch. Neur. and 
Psych., 43:524-546 (March) 1940. 

. Muskins: Epilepsia, 1909. 

. Unverricht, H.: Deutsche Ztschr. f. Nervenh., 7:32, 1895. 

. Hunt, J. Ramsay: J.A.M.A., 75:713-718 (Sept.) 1920. 

hy ry J. G.: Staff Meet., Mayo Clinic, 19:391-393 (July 
12) 1944. 

. Wechsler, I.: Textbook of Clinical Neurology. Philadelphia: 
W. B. Saunders Co., 1947. 


SOME OBSERVATIONS ON PATIENTS 
WITH AMYOTROPHIC LATERAL 
SCLEROSIS* 


By Tom D. Spies, M.D. 
and 
Rosert E. Stone, M.D.7 
Birmingham, Alabama 


For twenty years we have been studying the 
effect of liver extract, ““ventriculin” and brewer’s 
yeast on patients with acute and subacute com- 
bined degeneration of the spinal cord and other 


somewhat related syndromes. Many of the pa- 
tients observed had no anemia at the time they 
were treated, but large doses of these materials 
seemed to relieve them somewhat of their exces- 
sive fatigue and weakness. In recent years we 
have used placebos, and the patients have not 
experienced the same symptomatic benefit from 
the placebo as, say, from the liver extract, per se. 
Liver extract, of course, is a well-known remedy 
for the treatment of combined degeneration of 
the spinal cord associated with pernicious anemia. 
Since potent liver extracts are concentrates of 
vitamin Biz, it is not very surprising that this 
vitamin benefits patients with the neurological 
involvement of pernicious anemia. Our group 
and the group working with Castle have pub- 
lished work upon the beneficial effect of vitamin 
Biz in persons with combined degeneration of 
the spinal cord.! 2345 It occurred to us that Biz 


*Received for publication March 24, 1949. 

*The vitamin Bie for two of the patients was furnished by Dr. 
Augustus Gibson (Merck and Company, Inc.) and for three by 
Mr. W. R. McHargue (E. R. Squibb and Sons). 

*These studies were aided by a grant from the Rexall Drug 
Company. 

Clayton Foundation Fellow. 
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need not necessarily act specifically for the relief 
of lesions of the dorsal and lateral columns and 
already we have observed that it affects the 
megaloblasts of the bone marrow and relieves 
the glossitis associated with pernicious anemia. 
We have observed that vitamin Biz relieves the 
symptoms arising from tissues so widely sepa- 
rated as the tongue, the bone marrow, and the 
dorsal and lateral columns of the spinal cord, 
With this knowledge that vitamin Bie affects 
different tissues in the same patient, we selected 
five cases of progressive muscular atrophy due 
to spinal cord degeneration for special observa- 


tion and treatment with vitamin Bie. Four of 


these cases were diagnosed by ourselves and 
other physicians as amyotrophic lateral sclerosis, 
and the other had symptoms very similar ex- 
cept that there was no involvement of the lateral 
column so far as could be determined. These 
patients had been affected for from one to four 
years. During this interval of time they had 
had many different kinds of treatment, none 
of which had given them any symptomatic or 
objective relief. The disease in all five had been 
progressive. A representative brief case summary 
follows: 


Mrs. E. M., a 30-year-old white woman, was brought 
to the Nutrition Clinic of the Hillman Hospital by her 
husband for treatment. She had been in excellent health 
until 1945, when she developed some headaches and 
for the first time became weak, especially in her legs. 
This weakness progressed proximally until it involved 
the entire body. By June, 1946, her balance was so 
impaired that she could not stand alone. She could not 
walk without being pulled; she was unable to rise, sit 
up, or turn in bed alone. She had great difficulty in 
eating. She choked both on solid food and on fluids. 
Her speech became markedly impaired. She had an 
intolerance to cold. By January, 1949, she had lost 
35 pounds in weight. She said that she had seen many 
physicians in various parts of the country, most of 
whom had diagnosed the case as amyotrophic lateral 
sclerosis. She had been given many medications, but 
nothing seemed to make any difference in the progres- 
sion of the disease. When we examined this patient, 
she had severe dysarthria and apparent dysphagia. She 
had severe spastic weakness of the lower extremities and 
pronounced muscle atrophy of the upper extremities and 
shoulder girdle. The hands showed severe disability and 
atrophy of the intrinsic, muscles. She was unable to 
dress, comb her hair, or feed herself, despite our urging 
and suggesting various methods to aid her. All observ- 
ers noticed marked fibrillary and coarse twitchings of 
the muscles of the upper extremities and of the tongue, 
and all the tendon reflexes were hyperactive. She had 
a bilateral positive Babinski and sustained ankle clonus. 
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She was unable to rise from a sitting position or to 
walk alone. She was given an injection of sterile saline 
with no results. Within a few hours after the injection 
of Bu in sterile solution she and her husband both noted 
that the extremities which had been very cold were 
warm. They noted that she required less bed cover 
than usual, despite the fact that the weather was dis- 
tinctly colder than it had been. She was able to put 
her heels down in walking for the first time in five 
months. She was able to take longer steps. In general 
she had less “stiffness” and her appetite was improved. 
The fibrillary contractions in the extremities were less, 
but still present. She continued to get three injections 
of ten micrograms of Bi: a week and within two weeks 
she could raise her legs unassisted to about 18 inches 
in height. Despite the fact that no significant objective 
physical changes were observed, the husband stated 
that there was striking improvement in her ability to 
swallow, she had more strength and she could speak 
more clearly. 


The muscle cramps and fibrillations were de- 
creased in all patients, but none of them became 
free. The chronic manifestations, such as 
atrophy and paralysis, were still present, and 
it may well be that the vitamin Biz affected 
those features of the disease which had endured 
for only a short period of time. This would 
indicate that if the material is eventually found 
to be effective in the treatment of these condi- 
tions, an early diagnosis would be essential. 


In summary, five cases with progressive 
muscular atrophy unassociated with anemia 
have been given frequent injections of vitamin 
Biz, These patients were diagnosed as amyo- 
trophic lateral sclerosis. Each patient volun- 
teered great subjective improvement stating that 
he was stronger, had fewer muscle cramps, and 
was less stiff. There were no measurable objec- 
tive changes of improvement but there was no 
progression during the several weeks of obser- 
vation, despite the fact that there had been pro- 
gression before. Certainly vitamin Biz is not 
curative for amyotrophic lateral sclerosis. At 
this stage we could think of Biz as a chemical 
substance which might in some way better pro- 
mote proper functioning of these affected tissues, 
perhaps by counteracting some early biochem- 
ical change. It would be too much to expect 
Severe and so-called irreversible changes to be 
overcome. From these observations we do not 
recommend that Biz be used in the routine treat- 
ment of these conditions, but we are going to 
follow the patients to determine whether a pro- 
gression of the disease can in any way be halted 
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following frequent injections of vitamin Biz. 
Certainly the number of patients treated is small 
and the period of observation brief, but the mere 
fact that there was no progression during the 
weeks the patients were treated stimulates the 
authors to call this to the attention of other 
investigators. 
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THE PHYSICIAN’S RESPONSIBILITY IN 
CEREBRAL PALSY* 


By Harriet E. M.D.t 
Atlanta, Georgia 


In speaking of the responsibilities of the 
physician in the care of cerebral palsy, one 
thinks first of methods of prevention. Still 
nothing can be offered save the time-honored 
precepts of good prenatal care, safe, conserva- 
tive delivery and wise pediatric management. 
The greatest responsibility falls upon you who, 
in your general practice, see these children close 
to their home environment, examine them at 
frequent intervals and watch their growth and 
development. Only by making an accurate diag- 
nosis, observing response to therapy and cor- 
relating the clinical picture with pathological 
findings, will we understand the complicated 
problems of the cerebral palsied. When the 
general practitioner accepts and understands the 
child with brain abnormality, as he does one 
with heart or kidney involvement, an important 


*Read in Section on Physical Medicine, Southern Medical Asso- 
ciation, Forty-Second Annual Meeting, Miami, Florida, October 
25-28, 1948. 

{Consultant in Cerebral Palsy, National Society for Crippled 
Children and Adults. Crippled Children’s Division, State of 
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milestone in prevention will have been reached. 

To summarize diagnostic principles briefly, we 
may say that the spastic has hyperactive re- 
flexes and an exaggerated response of the muscle 
to rapid stretching with a resultant slow, volun- 
tary movement. This type is prone to develop 
contractures. The athetoid’s reflexes are normal, 
tension may be completely absent, or present in 
varying degrees, and involuntary motion tends 
to draw the bodily segments in a particular 
relation to gravity so that distorted positions 
are assumed. The special problems of the ataxic 
are equilibrium and behavior; both are manifes- 
tations of retarded development, a result of 
agenesis. Reflexes are diminished, joints hyper- 
mobile, muscles flabby and nystagmus and 
tremor may be present. The child with rigidity 
has normal reflexes, but because both agonist 
and antagonist are in a constant state of con- 
traction, a joint is moved with difficulty through- 
out its arc. Voluntary motion is slow and con- 
tractures fairly common. The tremor’s motion, 
while similar to that of the athetoid in that it is 
involuntary, differs by the parts not being defi- 
nitely aligned with respect to gravity and alter- 
nate contraction of flexors and extensors is 
rapid and even. Normal reflexes and fairly 
good voluntary motion, except for the finer 
skills, are characteristic. 

There is nothing mysterious in the treatment 
of cerebral palsy. After an analysis of the man- 
ner in which the muscle deviates from normal 
and what effect there has been on contiguous 
joints, a plan of treatment can be outlined to 
be carried out at home. The movements of a 
normal joint may be flexion, extension, rotation 
and abduction; any, or all of these. In normal 
action, the part should move through its arc 
with a smooth, coordinated movement, with the 
agonist contracting as the antagonist relaxes. 

In the abnormal movement of the spastic, 
there is a sudden block caused by the stretch 
reflex, which inhibits movement at a definite 
point in the range of motion of that joint. By 
means of repeated passive exercise within that 
existing range, the point of stretch reflex, or 
point at which the block occurs, may be pushed 
further and further back, thereby approaching 
more nearly the normal joint range. The patient 
is then taught to assist in moving the part 
throughout its full range. This type will be 
found to have marked muscle imbalance as the 
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result of overpull of spastic muscles, a problem 
which must be corrected by the use of exer. 
cises for those groups which are weakened, 
until equality of strength is obtained. 

In the treatment of the athetoid where there 
is uncontrolled, incoordinate movement, the 
child is first taught conscious relaxation. This 
is accomplished by directing his attention to the 
contrasting sensations of a part in motion and 
a part at rest. He is then ready to begin motion 
from a relaxed position, progressing from assist. 
ed to active, with movements channeled into 
normal patterns and working always for a 
smooth performance throughout all arcs of mo- 
tion of the joint. 


Application of the same principles is used 
in the treatment of those who fall into the 
classification of tremor. It will be found that 
gross activities are more suitable for these indi- 
viduals than are the finer skills. Before any 
improvement can be attained, however, cortical 
control must be substituted for the undeveloped 
automatic control. 


The ataxic is, first of all, taught balance, 
both sitting and standing. All movements of 
walking and self-help are learned in the func- 
tional position and with eye-hand or eye-foot 
coordination, until finally the act becomes auto- 
matic. This type of child usually learns to 
compensate fairly well for his disability, but 
his behavior and mental development often are 
distressing problems. When there is an asso- 
ciated ambidexterity, as so frequently occurs, 
total restraint of the least dominant hand for 
a period of several months will often yield 
gratifying results in the form of speech produc- 
tion, increase in alertness, attention span and 
emotional stability. Massage may be used to 
overcome hypotonicity, and general gymnastic 
exercises to improve equilibrium and kinesthetic 
sense. 

The rigidities again indicate daily physical 
therapy in the form of repeated passive and 
assistive motions of the joint throughout its full 
range in each of its motions. Pressure must be 
firm and steady to overcome the antagonist, 
but as improvement progresses the movement 
of a joint loses its feeling of resistance and the 
muscles become supple. 

The question of bracing resolves around the 
one point: what is the alignment of a normal 
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joint in the position of function? The purpose 
of a brace is fourfold: to control strength, sup- 
port weakness, correct deformity and prevent 
deformity. The child who has never been able 
to sit or to stand must receive the impulses af- 
forded by the upright position before he can ever 
learn to balance himself. The application of a 
complete leg and body brace may be necessary, 
followed by many hours of standing practice 
and assisted walking. The correct use of me- 
chanical appliances may eliminate impediments 
to easy progression such as equinus, knee flexion 
contracture and scissors gait. Arm and hand 
splints, judiciously prescribed, can mean the dif- 
ference between feeding and being fed. The 
examiner has only to observe his own hand and 
arm movements, then devise the corrective appa- 
ratus to make the abnormal joint approximate 
the normal. 


Use of the hands in any cerebral palsied 
individual is important. Early training in grasp 
and release, and in skills progressing from gross 
to fine, can be accomplished through the medium 
of play activities in which the child’s natural 
interest in kindergarten toys is utilized. Each 
should have a specific purpose. Successful 
manipulation of a peg board leads to buttoning 
a jacket, and lacing a wooden shoe is a step 
toward self-help in the lacing of actual shoes 
and braces. The motions of feeding can be 
taught on both the exercise table and in the 
actual performance. Built-up utensils may be 
used to advantage as either a training technic 
or as an essential tool. 


There is one instance in which neglect of a 
hand is more important than treatment of it. 
That is in the case of a spastic hemiplegia when 
the involved side is that one which was destined 
to be dominant. If the spastic right hand of 
a right-handed individual is treated, or if its 
use is forced, it is probable that there will be 
defects or retardation in speech, behavior diffi- 
culties and possibly convulsions. Minimal in- 


— of this type should always be watched 
or. 


Functional activities in these youngsters are 
a vital part of treatment and can be instituted 
early. A standing table serves many uses and 
is easily constructed so that there is back sup- 
port and room for use of the hands. During 
the several hours a day that it is used, neck 
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and trunk muscles are strengthened, balance is 
learned and the upright position attained im- 
proves respiratory and digestive functions. 
Parallel bars provide lessons in balance and gait 
training. Skiis are easily constructed and pro- 
vide a longer base and greater security for the 
child who is learning to walk. Any of the play 
equipment found in the average home can be 
utilized in therapy; a tricycle, sandpile, ball and 
blocks, are all interesting and provide training 
when used with a purpose. 


Given a choice between walking and speech, 
the handicapped individual would, in the ma- 
jority of instances, choose the latter. Determi- 
nation of the primary difficulty of the speech- 
less child is reached by an examination of the 
trunk and extremities. This procedure will fur- 
nish a clue as to why speech has not developed 
and the methods which can be used to bring it 
about. The spastic’s muscles are hypercontrac- 
tile so that movement of lips, tongue, palate and 
respiration are blocked. Exercises in sucking, 
chewing and blowing will prepare the speech 
mechanism for phonation and _ verbalization. 
Aphasias in this group are not uncommon, and 
in such cases the child is taught by repeated 
association of object with word. The oral mus- 
cles of the athetoid perform the same wild gyra- 
tions as do his arms and legs, and must be 
trained by motion from a relaxed position in all 
the normal ranges of motion. A slow, steady 
expiration is a major achievement and worthy 
of much patience and practice. In order to solve 
the speech problem of the ataxic, it is necessary 
to penetrate that intangible curtain which seems 
to screen the mental activities of these young- 
sters. Establishment of dominance, control of 
seizures and associational methods of teaching 
are indicated. These children often respond to 
rhythm and music therapy. 


The occurrence of seizures is not uncommon 
in all types of cerebral palsy and it is of para- 
mount importance that they be checked as soon 
as possible. It may be necessary to proceed 
through the whole list of anti-convulsant drugs, 
alone or in combination, before control is estab- 
lished. Phenobarbital, of course, is time hon- 
ored, but its use as a major control drug should 
not be prolonged past two years of age except 
in emergencies. “Dilantin,” “mesantoin” and 
“mebaral” are useful in grand mal. Routine 
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questioning of the parents concerning brief 
“black-out” periods will unearth many a petit 
mal which might otherwise be overlooked. Glu- 
tamic acid and “tridione” will usually control 
this type of seizure. Calcium Pantothenate is 
a useful adjunct to any of these drugs. 


The aim in any program of child rehabilita- 
tion is to enable the child to enter a normal 
school situation. Many compromises will be 
made, to be sure, but you, as a family physician, 
can do much toward furthering this aim by 
helping to establish a room or a school for 
handicapped children, as an intermediate step 
toward fitting the cerebral palsied child into 
society. A nursery school and kindergarten pro- 
vide all the therapies in addition to lessons in 
recreation and social adjustment in the absence 
of an overprotective mother. The three R’s can 
‘be taught by means of special charts, cards, 
and block letters, devised by an imaginative 
teacher who understands the motor handicap 
of the child. Speech progresses faster in a 
learning situation. Social adjustment transforms 
a burden into an enjoyable person. Education 
is too often neglected and yet it is as important 
as any of the specific therapies in the rehabilita- 
tion of the whole child. 


The parents of the cerebral palsied patient 
also require understanding, patience and psy- 
chology. They should know that a rehabilita- 
tion program is being undertaken for their child 
which is directed toward making the most of 
what remains. Overprotection is to be discour- 
aged, for these children need better discipline 
than do the normal. Bad behavior will not per- 
sist if it brings no reward, and a brief period of 
isolation, if practiced persistently, will usually 
correct temper tantrums. These parents need 
encouragement and morale building. They 
should know that improvement is always possi- 
ble, even in the most severe cases; that the 
child will not “outgrow his condition,” but that 
it is a question of prolonged training, which 
must be modified as circumstances demand. It 
is well to encourage the formation of parent 
groups. Ideas and solutions for all types of prob- 
lems can be exchanged. It is a period for mental 
catharsis and for lessening of a feeling of resent- 
ment toward the child. Group activities for the 
children, sponsored by parent organizations, are 
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an almost invariable outcome of such meetings 
and are of incalculable benefit. 

The general public is fast awakening to the 
fact that handicapped children both need and 
deserve special educational facilities for afl 
types of crippling conditions. A building espe- 
cially designed to accommodate wheel chairs 
and for easy walking, equipped with rooms for 
sight saving and hearing aid, should be an essen- 
tial for every community. It may be necessary 
to start with only one room to demonstrate what 
can be accomplished, then to expand as the de- 
mand exceeds the facilities. Prevocational train- 
ing is begun early and is more effective than it 
would be in a more rigorous situation where 
the element of competition induces fatigue and 
deadens ambition. 

The physician’s responsibility to his patient 
does not end when the infant has been diag- 
nosed, the child treated, and the youth edu- 
cated and prepared for a vocation. All of the 
doctor’s time, effort and anxiety are of no avail 
if he does not put his product to some use. 
Employers must be persuaded to make use of 
a personality which has become determined and 
ingenious through constant effort in overcom- 
ing obstacles. The patients, and there will be 
many of them, who have the initiative to set up 
a business for themselves should not be pre- 
vented from doing so. 


In conclusion, may I reiterate that one’s great- 
est responsibility lies in knowing and under- 
standing the problems of these children, in re- 
cording the data, and in furthering research to 
aid in prevention. Do not neglect the reflex 
hammer in any routine examination. Be alert 
for minimal deviations from normal when a 
child is brought to you because of behavior 
problems, retarded speech, seizures, or retarded 
development. Above all, give these children an 
adequate trial under active therapy before com- 
mitting them to custodial care. Correlation be- 
tween appearance and future potentialities is 
low in the vast majority of cases, and a quick 
diagnosis of “cerebral palsy, untreatable,” is 
both an injustice and a possible waste of a useful 
member of society. 


DISCUSSION (Abstract) 


Dr. F. Schwartz, Birmingham, Ala—I would like to 
add a few points. First of all, we know that children 
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acquire certain skills early in life. Consequently, it is 
paramount in cerebral palsy that we treat children as 
soon as possible. I have had quite a few cases which 
had been neglected because an idea exists that they 
should not be treated until the third or fifth year of 
life. I think the sooner they are treated the better off 
they are, because there is a definite pattern of damage. 
If one treats them early in life, one is forming a new 
pattern or patterns through which acquired skills are 
learned by the brain. That is very important. 

Secondly, the cerebral palsy children are usually 
shunned, and I usually blame the parents for it. The 
parents are afraid to take them on a street car or on 
the bus or in society. If we can educate the parents 
to understand that these children are normal as far as 
children per se are concerned, but there is a pattern of 
damage, we can accomplish much with them. 

Thirdly, it is good to study the children to find out 
the dominating upper extremity. The way to test it, 
according to Dr. Phelps, is to place a few objects in 
front of the child. The hand that he uses for grasping 
more readily is the dominating hand and if we develop 
the dominating hand, he will acquire the pattern of 
grasping much faster. 

Fourthly, as Dr. Gillett brought out, it is a good 
idea for the doctors to encourage the parents to form 
a parents’ group. In Birmingham, Alabama, we have 
such a society and these children are given parties 
every Friday night. In fact, last Wednesday I attended 
a Halloween party. It is really a pleasure to see these 
children acquiring normalcy as far as their surround- 
ings are concerned. I would encourage the parents to 
form these groups and invite normal children and let 
them play to develop their skills. 


THE DIAGNOSIS AND TREATMENT OF 
BULBAR POLIOMYELITIS* 


By M. Stimson, M.D.t 
New York, New York 


The subject of bulbar poliomyelitis, of course, 
is of great importance to everybody, because 
the disease seems to be becoming more and 
more common. At least, it is more and more 
being identified and recognized. 

The bulbar cases are the cases where death 
is most likely to occur. Spinal cases are rarely 
fatal, if a respirator is at hand, unless there 
are secondary infections or other such compli- 
cations, but the bulbar cases are cases where 


*Read in Section on Pediatrics, Southern Medical Association, 
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proper treatment both on the part of the doctor 
and on the part of the nurse are often essential 
for saving life. 

The term “bulbar case” should be restricted 
for those cases where there is involvement of 
the ninth, tenth, eleventh, and twelfth cranial 
nerves. A seventh nerve nucleus is not in the 
bulb or medulla oblongata. The nucleus is in 
the pons, so a pure facial nerve involvement is 
not a bulbar case; it is a cranial nerve case. 
This applies to those cases where there is involve- 
ment of the motor fibers of the fifth cranial 
nerve, and the fourth and the sixth. 

The term “bulbar polio,” therefore, should be 
restricted to those cases where ninth, tenth, 
eleventh, and twelfth cranial nerves are involved. 
These nerves overlap each other in function to 
such an extent that it is usually not possible or 
even desirable to differentiate which nerve is 
involved. It is sufficient to determine what 
functions are involved because, after all, it is the 
functions with which one is going to be con- 
cerned. 

These functions are, first, involvement of the 
soft palate, of which there are four manifesta- 
tions or evidences of weakness. These four 
manifestations are: (1) regurgitation of fluid 
through the nose; (2) a loss of the gag reflex; 
(3) a change in the character of the voice. 
The patients develop a so-called “hot potato” 
speech; and (4) the change in the appearance 
or action of the palate when the patient says 
“ah.” It rises to the strong side or else it does 
not rise at all. 

The second manifestation of bulbar polio- 
myelitis is due to pharyngeal weakness. In the 
normal person, on saying “ah,” the lateral wall 
of the pharynx moves toward the midline. When 
it is weakened, the movement toward the mid- 
line is decreased and it may not move at all. 

The third evidence of bulbar weakness is in 
involvement of the tongue. If one side of the 
tongue is weak, on protrusion, the tongue devi- 
ates to the weak side. If both sides of the 
tongue are weak, the back of the tongue arches 
in the mouth and causes a mechanical barrier 
to suction, and even to breathing. 

The next evidence of involvement of bulbar 
cranial nerves is in swallowing. If the upper 
esophageal muscles are involved, the patient 
cannot swallow anything, while if it is just a 


= 


nin 


= 


— 
a 
| 
+ 
| 
Fa 
wig 
» 


416 SOUTHERN MEDICAL JOURNAL 


lateral pharyngeal muscle that is involved, the 
patient can usually swallow liquids but has 
trouble with solids. Such patients will be seen 
to take a mouthful of solid and wash it down 
with a mouthful of liquid. 

Other evidences of bulbar weakness have to 
do with the glottis, the air space between the 
vocal chords. The commonest and earliest weak- 
ness of the larynx is paralysis of the abductors 
of the vocal chords, the muscles pulling the 
vocal chords apart. When both abductors are 
paralyzed, the vocal chords come together and 
we have a mechanical obstruction to breathing. 
When there is less involvement, change in the 
character of the voice may be apparent. 

In addition to these local evidences of bulbar 
involvement, there are two centers that are apt 
to be involved and when these centers fail, the 
patient’s life is at stake. The two centers are, 
first, the respiratory center. Evidences of its 
failure appear in the patient’s breathing with 
irregular, shallow breaths when he is not think- 
ing about breathing, for instance when he is 
semi-comatose. On demand, however, he can 
take a big breath if there is nothing else the 
matter with his muscles of breathing. 

The vasomotor center, the other center, is in- 
volved when we have an irregular, shallow pulse 
and a falling blood pressure. In most bulbar 
cases, the blood pressure is apt to go up some- 
what but when it is falling there is fairly good 
evidence of involvement of the vasomotor center. 


In general, the bulbar cases have a higher 
fever and are more toxic and are sicker than 
the spinal cases. The blood count is of import- 
ance because uncomplicated poliomyelitis has an 
essentially normal count like any other virus 
disease. If a bulbar case comes in to a hospital 
and has a high blood count, there is fairly cer- 
tainly a secondary infection present, as in the 
lungs, so that the blood count is of considerable 
significance. 

Based on these facts, one must consider the 
causes of breathing difficulty in poliomyelitis 
and I would like to give an outline of these 
causes which as yet does not appear in the liter- 
ature. 

These causes of breathing difficulty are di- 
vided into three groups, in any poliomyelitis. 
The first group consists of disturbances of the 
breathing mechanism. The first two disturb- 
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ances are well known: first, weakness of the 
muscles of breathing, and Conrad Wesselhoeft 
in Boston has listed some 136 muscles involved 
in breathing. I saw a patient breathing with 
his buttock muscles one day. He was lying on 
his face and every time he took a breath, he 
was using his buttock muscles. A great many 
muscles are involved in breathing. 

However, you know that breathing is done 
primarily with the intercostals and with the dia- 
phragm. When a diaphragm is weak in polio- 
myelitis, it is practically invariably also tight, 
as proven by looking at the patient with the 
fluoroscope. Instead of the diaphragm’s flap- 
ping up and down as it does when it is para- 
lyzed in diphtheria, for instance, or when there 
is disturbance of the nerve supply, in poliomye- 
litis the diaphragm hardly moves at all. It is 
fixed in place, and thus, tightness is a definite 
or second factor. The third cause of respira- 
tory embarrassment, as I have already said, is 
failure of the respiratory center. 


The second group of causes is interference 
with oxygen and carbon dioxide exchange which 
may occur in any one of a number of different 
localities. First, it may be in the pharynx 
where an accumulation of mucus and saliva, due 
to the inability to cough and to swallow, acts 
as a mechanical barrier to air and oxygen which 
should enter the trachea. The patient “drowns” 
if this is allowed to persist. Paralysis of the 
tongue also may interfere with breathing. 


The next location is in the larynx where 
abductor paralysis of the vocal chords, permit- 
ting the chords to come together, gives a me- 
chanical barrier to breathing. This is one of 
the only two sound indications for tracheotomy 
in bulbar poliomyelitis. If you have such a 
mechanical obstruction, you have to do a 
tracheotomy to by-pass the mechanical obstruc- 
tion. 


Spasm of the larynx such as results when a 
patient inhales some vomitus or mucus can 
cause immediate blacking-out of the patient 
unless that spasm is relieved. Usually, all that 
is necessary is to turn the patient upside down 
on his face and beat him on the back as you 
would for anybody who is choking, and he will 
come around quite quickly. In the trachea and 
bronchi, an accumulation of saliva that has been 
inhaled when the patient cannot cough, or of 
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yomitus or of mucus that results from a cold, 
can also be a mechanical barrier to oxygen and 
carbon dioxide exchange. 

In the lungs, in the alveoli, there are three 
factors. The first factor is pulmonary edema. 
A conference in Minneapolis a year ago was 
held to discuss respiration in its relationship to 
poliomyelitis and the consensus of opinion of 
that conference was that pulmonary edema in 
poliomyelitis, a not uncommon terminal com- 
plication, was due to artificial respiration in the 
presence of obstruction as in the larynx. When 
you give such a patient artificial respiration, you 
cause in the chest a negative pressure which 
sucks the serum out of the capillaries into the 
alveoli. This cause is not the same as that of 
pulmonary edema in heart failure, namely, fail- 
ure of the right side of the heart. 


A second cause of interference with oxygen 
and carbon dioxide exchange in the lungs is the 
atelectasis which results from the plugging of a 
bronchus. This is far commoner in respirator 
cases than is usually known. It probably oc- 
curs in as many as twenty-five per cent of all 
respirator cases. It is usually overlooked, but 
a helpful sign is dislocation of the mediastinum 
to the left or to the right, in other words to 
the affected side. If the location of the heart 
is watched, many a case of atelectasis can be 
diagnosed which otherwise would be overlooked. 
The third intrapulmonary lesion of course is 
pneumonia. 


The final location of interference with oxygen 
and carbon dioxide exchange is in the central 
nervous system where choking of the capillaries 
as by interstitial edema may interfere with the 
oxygen supply of the anterior horn cell. As 
you know, in poliomyelitis, the virus may kill 
an anterior horn cell or it may make it tempo- 
rarily sick or the anterior horn cell may remain 
healthy. For the dead nerves, we can do noth- 
ing. For the sick neurones, there is very little 
we can do, but there are two things that may 
help. One of them is adequate oxygen supply 
which may be the difference between life and 
death for a neurone. 

The other is to insure adequate blood supply 
to carry the oxygen to the neurones. If there is 
interstitial edema in the chord, as is common, 
one should combat this edema as by the admin- 
istration of ten per cent glucose solution into 
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the venous stream. Not all doctors agree with 
this, but Dr. Jessie Wright of Pennsylvania and 
a number of others agree with me that ten per 
cent glucose appears to be beneficial. 


In addition to these definite factors due to 
poliomyelitis itself, there are contributory fac- 
tors of considerable importance, the first of 
which is the psychological one of panic or 
hysteria. The patient who is having a little 
trouble in breathing frequently loses his nerve 
and will not try to breathe. A very important 
part in the treatment of a patient with breathing 
difficulty is to get a doctor or a nurse to sit 
at the patient’s bedside and calm him down and 
reassure him. 


A second contributory factor is sedation. A 
patient with a little breathing difficulty has to 
use a definite conscious effort to breathe. If he 
is put to sleep, he will stop this conscious effort 
and will die in his sleep, so that any sedation 
whatever in the acute stage of poliomyelitis, 
when the disease is on the increase, or in 
patients with breathing difficulty is strongly 
contraindicated. It must not be given, for, even 
if the patient has no breathing difficulty but 
his poliomyelitis is on the increase, he may 
develop the breathing difficulty in a few hours’ 
time while he is having this artificial sleep. I 
repeat, sedation of any sort in the acute stage 
of poliomyelitis seems strongly contraindicated. 

The third factor is anemia. A patient was 
admitted who was having considerable breath- 
ing difficulty with a hemoglobin of 52 per cent. 
She was transfused and had no difficulty with 
her breathing. 

And a final contributory factor is air swal- 
lowing. Some of the patients, particularly those 
who have been in a respirator, get the trick of 
swallowing air and thus blow up their stom- 
achs. This naturally interferes with the action 
of the diaphragm and such patients can develop 
an acute sudden difficulty in breathing. It is 
not a difficult trick to pass a Levin tube through 
the nostril down into the stomach and hitch a 
100 cc. glass syringe to it and pull out the air. 
In a 12-year-old boy, we pulled 1,750 cc. of air 
out in one try, and two hours later 1,600 more. 

The treatment of bulbar poliomyelitis then 
must depend upon the principal factors that are 
causing the trouble. There are two anatomical 
relationships that are worth remembering. In 
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at least three-fourths of the cases of bulbar 
poliomyelitis, there is also weakness of the 
sternocleidomastoids. The eleventh cranial nerve 
or spinal accessory which contributes fibers to 
the pneumogastric also innervates the sterno- 
cleidomastoid. Because the patient is lying on 
his back in bed and seems quite ill, it is over- 
looked that his sternocleidomastoids, the flexors 
of the neck, are weak or even gone. It is a 
commonly overlooked weakness in poliomyelitis. 


The other anatomical relationship has to do 
with the relationship of weakness of the deltoids 
and the diaphragm. The diaphragm has neurones 
in the third, fourth and fifth cervical roots; 
the innervation of the deltoid is in the fifth and 
sixth cervical roots of the brachial plexus, and 
it is quite a definite truism in poliomyelitis 
that if one deltoid is weak, the diaphragm is 
apt to be weak. If both deltoids are gone, the 
diaphragm is almost certainly gone, and when 
the diaphragm is gone, there is loss of ability 
to cough and impairment of the ability to 
breathe. 

On these facts, one can then build the treat- 
ment of a case of bulbar poliomyelitis. The 
first thing, of course, is reassurance. Try to 
calm the patient, if he is apprehensive. The 
second thing is postural drainage, raising the 
foot of the bed, putting the patient on his side, 
making him as comfortable as possible but hav- 
ing it so arranged that by leaving his mouth 
open, he can drool and get the mucus out of his 
pharynx. 

The third thing is ten per cent glucose intra- 
venously. We usually give this in the veins in 
the back of the hand rather than the elbow, 
so that the patient can move his arm around 
more freely. 


The fourth thing is oxygen given early at the 
slightest indication of necessity. This is given 
by nasal catheter. You cannot put a patient 
into a tent, because if he is in a tent you cannot 
do anything for him such as suction of the 
mucus. You cannot watch very well what is 
going on, nor can you give the oxygen by facial 
mask for the same reasons. Oxygen properly 
given by nasal catheter is not an uncomfortable 
procedure at all. If it is done properly, the 
patient can sleep very well. 

The fifth measure is a minimum of handling. 
These patients are apt to be restless, and they 
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need special nursing, but the special nurse 
should be told to tuck a pillow here, tuck a 
pillow there, try to calm the patient down ang 
give him a minimum of handling. There should 
be the standing order that if this patient falls 
asleep, he should not be awakened for anything 
whatever. Natural sleep is the best medicine 
he can have. 

Apropos of that, I think I will say that when 
coma does come, the last sense to go is the 
sense of hearing. A patient who seems to be 
“out,” frequently can still hear what you say 
and if you ask him to open his eyes, you will 
see him make an effort to do so, or if you ask 
him to open his mouth, he may try to do g0, 
Later, if he is resuscitated, he will tell you what 
he has heard you say in his presence, so that 
one must be very guarded about talking in the 
presence of a poliomyelitis patient who seems 
to be in coma. 

For stimulation, we use just two drugs: (1) 
caffeine, which we have been told by the phar- 
macologists is the best stimulant for the respira- 
tory center, but it should be given in adequate 
dosage of ten milligrams per kilogram of body 
weight. For the falling blood pressure and fail- 
ure of the vasomotor center, the best prepara- 
tion, we have similarly been told, is one of the 
sympathomimetics, particularly ‘“neosynephrin” 
which is better than epinephrine in that it does 
not have the rebound. This is given in the dose 
of 0.1 milligram per kilogram of body weight 
subcutaneously. 

With proper nursing care and properly trained 
house staff, most bulbar cases can be saved. 
We were fortunate at the Knickerbocker Hospital 
in New York City in having had a good house 
staff and excellent nurses. Of our last twenty- 
three bulbars, we lost only the nineteenth, and 
an earlier case that lived only 3 or 4 hours 
after reaching the hospital one midnight and 
may or may not have been bulbar. The other 
twenty-one are still alive. My urgent plea is 
that anybody attempting to take care of bulbar 
poliomyelitis should study very carefully how 
to do it. 


DISCUSSION (Abstract) 


Dr. Samuel F. Ravenel, Greensboro, N. C_—We have 
just experienced a severe epidemic of poliomyelitis in 
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North Carolina with the center in Greensboro. It was 
extremely fortunate that fate and the National Founda- 
tion for Infantile Paralysis collaborated to send us Dr. 
Stimson just before the epidemic swung into its fastest 

. Had that not happened, I am sure that the 
mortality of the bulbar patients that we had would 
have been very much higher than it was. 

I do not know whether all pediatricians are like those 
in Greensboro. We knew a little about poliomyelitis. 
We knew it was an acute disease that made children 
sick and, after a few days, they developed weakness, 
and then for the next year or two they were orthopedic 
problems, and a lot of shriveled and useless arms and 
legs were left. Otherwise, we did not know much. In 
reality, poliomyelitis is an amazing and fascinating dis- 
ease, particularly in its bulbar manifestations. It is so 
protean in character that it may simulate almost any 
other disease, so it behooves one to be thoroughly fa- 
miliar with the bulbar type, because this is the type 
that kills the patient. Spinal poliomyelitis cripples; 
bulbar kills. As Dr. Stimson has shown, one may save 
many of these patients by applying the principles that 
he has beautifully outlined. 

Those of you who suffer an epidemic of poliomyelitis 
in your community would do well, when you see the 
unmistakable signs of its approach, to ask the National 
Foundation for Infantile Paralysis to send you some- 
one like Dr. Stimson who can tell you how to diagnose 
and how to treat this disease. 

I am now going to do a very impolite thing, that is, 
to be in the position of a host who differs a bit with 
his distinguished guest speaker; and in the second place, 
I am going to do a hazardous thing, something com- 
parable to sparring with Jack Dempsey. Dr. Stimson 
is very conservative in his indications for tracheotomy. 
Having struggled through this epidemic recently, we in 
Greensboro are inclined to be more liberal in regard 
to the indications for tracheotomy in bulbar polio- 
myelitis, and to feel that a more liberal view will result 
in saving more lives than the conservative type of 
treatment might. 

We think that bulbar patients in whom the measures 
outlined by Dr. Stimson (including suction at frequent 
intervals) fail to keep the pharynx clear of mucus 
should be tracheotomized without hesitation, because 
tracheotomy done deliberately by a skilled laryngologist 
with the patient in good condition is an operation prac- 
tically without hazard. When performed as a last ditch, 
desperate measure, with the patient already asphyxiated 
and cyanotic, it usually serves only as the executioner’s 
thrust. So if you are going to do a tracheotomy do it 
early when the patient is in good condition. 

In the second place, patients who cannot swallow 
will drown. But patients who cannot cough will also 
drown, as Dr. Stimson has said. The patient cannot 
cough without closing the glottis and without the use 
of the diaphragm, so if the diaphragm is out, the pa- 
tient cannot cough even though he may be able to 
swallow. He may get secretion down in his lung and 
either drown or partially drown or develop infection. 
For that reason, we feel that when a patient with 
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poliomyelitis and paralysis of the diaphragm has evi- 
dence of fluid in the bronchial passages, then that 
patient probably should be subjected to tracheotomy, 
even though he is able to swallow. That may be 
regarded as radical, but we have seen a number of 
patients handled this way in whom, at the time of 
tracheotomy, a tremendous quantity of secretion was 
aspirated from the trachea and bronchi. If a patient 
with diaphragmatic paralysis has pulmonary signs of 
auscultation it is probable that a much greater quantity 
of secretion is present than would be suspected from the 
signs. It is like an iceberg which has a small piece 
sticking above the water and seven times as much 
below it. 


This is probably true also in patients with bulbar 
poliomyelitis. If there is an adequate and efficient 
house staff trained in handling poliomyelitis, it is not 
difficult. If there is no one, no intern, no resident, and 
you handle them yourself, it is tough. You can carry 
the bulbar patients along for two or three weeks until 
they start swallowing, by giving them intravenous 
treatments every eight hours. It is a little rough on 
the physician, but it can be done. 

We usually use about 1500 cc. in 24 hours, of which 
500 is glucose and saline, and the other 1000 is glucose 
in distilled water. Of course, the patients must receive 
blood; and they must receive plasma, “amigen,” or 
some protein substitute (remember that “amigen” often 
causes a reaction), and adequate supplies of vitamins. 

Gavage in our hands was an absolute failure in at- 
tempting to carry the bulbar patients along, since many 
of them regurgitated around the tube and then practi- 
cally drowned. 

I cannot stop without thanking Dr. Stimson per- 
sonally for what he has done for us in North Caro- 
lina, for the patients in our state who lived, who 
otherwise would have died, and for being kind enough 
to come here to tell us again about this important 
thing. 


Dr. O. S. Jones, St. Louis, Mo—lI should like to ask 
what those polio patients are like after a few months of 
bulbar paralysis. Are they paralyzed? Do they stay 
in a Drinker all this time or what becomes of them 
within the next year after their acute attack? 


Dr. Arthur H. London, Jr., Durham, N. C—May I 
ask Dr. Stimson to what extent he uses a respirator 
in bulbar cases? 


Dr. Stimson (closing) —In my talk, I gave just one 
of our two indications for tracheotomy. There is the 
other general indication, and that is inability to keep 
the trachea clear of secretions. This inability develops 
under three circumstances: first, an inadequate personnel 
to keep it clear, but if you have on your service an 
expert nose and throat man such as we are lucky enough 
to have in New York City, who has been known to 
treat a patient with recurrent atelectasis by intrabron- 
chial suction eight times in a week and pull him 
through for atelectasis, then you do not often need to 
do a tracheotomy. 


1949 
hurse 
ck a ; 
and 
ould 
falls 
hing | 
ICine | 
vhen i 
the ys 
> be ; 
say 
will 
ask 
vhat 
that 
the 
ems 
(1) 
ira- i 
ate 
‘7 
3 
| 
| 
e 


420 SOUTHERN MEDICAL JOURNAL 


The second indication may be a fighting, struggling 
child whom nobody could aspirate. You have to do a 
tracheotomy on him if he is accumulating fluid in the 
trachea. The third is the child who is producing so 
much mucus all the time that you cannot keep it sucked 
out even with the most expert care. In those cases, 
you have to do a tracheotomy so that suction can be 
done through the tracheotomy tube. 

Of our twenty-two cases, none had a tracheotomy 
but we recognize that there are indications for it, and 
at the international conference on polio in New York 
last July, there was a discussion of this. At that time, 
one of the nose and throat men from Minneapolis 
gave a list of indications for tracheotomy. One of his 
indications was inability to cough which to us is in 
itself not an indication. Many patients cannot cough 
but do very well without a tracheotomy. 

Nobody has said anything about curative drugs for 
poliomyelitis. We have yet to find one that we think 
is curative. I include “darvisul.” I do not know 
whether Dr. Murray Saunders is here or not; he has 
had the direction of a good deal of that work. He 
knows more about ‘‘darvisul” I believe than anybody 
in the country. He has been directing the work with 
the manufacturer. 


As regards late results of bulbar cases, I believe that 
the actual action of the virus on the neurons in the 
spinal cord is apt to be more destructive than on the 
neurons in the bulbar area, so that if a bulbar patient 
survives, he is less apt to have a lasting destruction 
than a spinal case is. The prognosis of bulbar cases, 
in other words, for residual weakness is better than the 
spinal cases; but many of them do have weakness that 
lasts a long time. As far as the use of the respirator 
in bulbar cases is concerned, even in expert hands it is 
usually signing a patient’s death warrant to put a bulbar 
case into a respirator because the mucus that is in the 
pharynx, larynx, and trachea is sucked down into the 
chest by the artificial respiration, and the patient is 
given an atelectasis or pneumonia or drowns. 

If a bulbar case is to be put into a respirator, some 
measure must be taken to insure drainage of the mucus 
from the pharynx so that it will not be sucked into 
the chest. Various methods have been tested for this. 
One of them is postural drainage in the respirator, 
tipping up the foot of the respirator. It is not very 
successful. Another method. has been used by an in- 
genious doctor, I think in Indianapolis, who rigged up 
a sling inside the respirator which supported the patient’s 
body on his side allowing the arm to hang under the 
sling. In that position the patient could lie on his side 
in the respirator and then when the foot of the bed 
was tipped up, he could drool out of his mouth and he 
got along better that way. 

The third method and perhaps the best and the most 
complicated one was the one developed in Minneapolis 
in 1946 which was a four-way addition to the trache- 
otomy tube. One of the two side ones allowed oxygen 
to be passed into the tracheotomy tube and on expira- 
tion it went out the other side. The fourth opening, 
the one opposite the one that goes down into the 
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tracheotomy tube, was available for suction. With ap 
additional elaborate apparatus to regulate the oxygen 
flow, they were able to save some of their bulbar 
cases, I think something like twenty-seven out of eighty, 
in which they had done tracheotomies. However, the 
operation of tracheotomy in bulbar poliomyelitis is one 
not lightly to be undertaken. 

One final point. I learned something in Greensboro, 
North Carolina, last summer that has been of great 
value to us, and that is the use of furmethide for the 
polio patients who cannot empty the bladder. The 
article was written by Bob Lawson of Winston-Salem. 
It came out in the Southern Medical Journal of March, 
1948. Dr. Ravenel told us in Greensboro last summer 
how efficacious it is in those patients, particularly 
young male adults, who cannot empty the bladder. 
It is a very valuable drug given by hypodermic. Some- 
times if one shot of it is given, in ten minutes the 
patient is able to empty his bladder. I strongly recom- 
mend its usage. 


OBSERVATIONS ON THE 1948 POLIOMY- 
ELITIS EPIDEMIC IN NORTH CAROLINA* 


By J. W. R. Norton, M.D., M.P.H.t 
and 
C. P. Stevick, M.D., M.P.H.? 
Raleigh, North Carolina 


At the present time, North Carolina is in the 
declining phase of the largest outbreak of polio- 
myelitis ever recorded for the state. As of 
October 15, the attack rate stood at 62 cases 
per 100,000 population. On the basis of a pre- 
liminary study of the cases reported for 1948, 
a few observations are presented herein regard- 
ing the incidence of this disease in North Caro- 
lina as compared to certain findings in this and 
other states in previous years. 

Table 1 presents the annual attack rates for 
this state since 1918. In only four of the past 
thirty years, including 1948, has the attack rate 
for North Carolina exceeded five cases per 100,- 
000 population. In 1935, our first recorded epi- 
demic produced a rate of 21.3. The rate in 1944 
was 23.0 and in 1947, 8.1. It can be seen that 


there has been no definite periodicity in the 


*Read in Section on Public Health, Southern Medical Associa- 
tion, Forty-Second Annual Meeting, Miami, Florida, October 25- 
28, 19428. 

State Health Officer. 


tDirector, Division of Epidemiology, North Carolina State Board 
of Health. 
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occurrence of poliomyelitis in this state from 
year to year. 

Table 2 compares the average rates for North 
Carolina with those of the nation for three ten- 
year periods beginning with 1916. The annual 
rates for 1946 and 1947 are also compared.! 
During the three ten-year periods shown, we 
ranked consistently below the United States as 
a whole. In 1916, when the nation had its high- 
est total to date, and in 1946, when the second 
highest national total was reached, North Caro- 
lina’s incidence remained low. In 1947, we 
experienced our third highest year up to that 
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The states comprising the membership of the 
Southern Medical Association are listed in 
Table 3, together with their average rates and 
the rates for the nation for the same periods 
used in Table 2.! The individual states in this 
group exceeding the national average numbered 
one for the period 1916-25, one for 1926-35, 
three for 1936-45, four in 1946, and two in 
1947. 


AVERAGE ANNUAL POLIOMYELITIS RATES 
NORTH CAROLINA AND UNITED STATES 


1916-1947* 
time, with a rate slightly above the national Ci Metin male 
average. Date in Nation 100,000 Pop. 100,000 Pop. 
1.4 7.5 
REPORTED POLIOMYELITIS CASES, NORTH CAROLINA 1076.35 31 4.2 6.4 
1918-1947 . 38 4.8 6.9 
. 46 4.6 19.1 
Year Total Cases 100,000 Pep. 
0.9 *Figures are approximate since some states did not report cases 
1919 = 43 17 for the entire period specified. 
 —_— 24 0.9 Table 2 
1921 36 1.4 
AVERAGE ANNUAL POLIOMYELITIS RATES 
(ee ee ae 06 SOUTHERN STATES AND THE UNITED STATES 
1926 ee eae 3.9 s per 100,000 Population 
1927 0.8 State 1916- 1925" 1935 1936-1945 1946 1947 
1929 __ 4.0 Alabama... 2.3 1.8 6.7 13.4 1.7 
1930 3.0 68 2.2 46 AS 
3.2 District of Columbia 3.9 4.8 7.8 3.8 2.7 
1935 21.3 Louisiana 1.9 3.5 3.7 15.6 2.1 
1937 3.0 Mississippi... 4.0 1.9 5.0 16.1 2.9 
1938 1.4 2.5 4.5 35.6 3.4 
1939 116 3.3 North Carolina... 1.4 4.2 4.8 46 8.1 
1940 - 74 2.1 2.6 7.7 19.8 2.4 
1941 168 4.7 South Carolina 2.2 32 5.8 11 3.4 
1942 82 2.0 Te 11 2.8 6.6 6.3 5.5 
1943 36 1.0 2.4 63 144 25 
ee 878 23.0 Virginia 64 6.7 6.9 46 58 
1945 = 159 4.2 West Virginia 4.2 5.6 6.8 44 78 
4.1 
1947 300 8.1 *Figures are approximate since some states did not report cases 
for the entire period specified 
Table 1 Table 3 
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Since 1916, California, New York, Connecti- 
cut, and Minnesota have averaged more cases 
than most other states. New York had the 
most severe state-wide epidemic ever recorded 
in this country in 1916 with 128.7 cases per 
100,000 population. Connecticut has had two 
epidemics with rates of over 60. Minnesota 
has had five epidemics of over 30 cases per 
100,000 population.! 2 

In the 1935 North Carolina outbreak, the 
cases were concentrated in the east central part 
of the state. In the period between 1935 and 
1944, the total of the cases was approximately 
equal to that of 1935 but with a relatively uni- 
form distribution throughout the state. In 1944, 
our highest previous year, a concentration of 
cases appeared in the west central part of the 
state. The cases in 1945 and 1946 combined 
were fairly well distributed throughout the state. 
In 1947 there was a concentration in three south 
central counties. This particular outbreak oc- 
curred late in the summer and did not spread 
very widely. 

In 1948 the cases were concentrated in the 
central and west central parts of the state with 
some extension to the southeastern and extreme 
western sections. The overlapping of the present 
epidemic area with that of 1944 is unexpected 
and unexplained. One explanation that has 
been propounded is that we are having a differ- 
ent strain of the virus this year from that of 
1944. At least one of our 1944 cases has had 
the disease again this year. 

The spread of the disease in our 1935 and 
1944 epidemics took place about equally in all 
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directions away from a group of cases in one 
particular county which constituted a focys, 
During our current outbreak, five foci devel. 
oped almost simultaneously. A spot map of the 
cases occurring in June 1948 (Fig. 1) shows the 
five heavily involved and fairly well separated 
counties: Burke, Mecklenburg, Guilford, Moore, 
and Cumberland. 

The July cases (Fig. 2) show spread fairly 
uniformly in all directions away from Mecklen- 
burg, Guilford, Moore, and Cumberland counties, 
The spread from Burke county was primarily to 
the southeast, several of the counties in the 
immediate vicinity having been only slightly 
involved even toward the end of the outbreak. 
During the month of July, two additional foc 
suddenly developed in opposite sections of the 
state, one in Buncombe county, and another, 
somewhat less intense, in New Hanover county. 

The August cases (Fig. 3) appear to represent 
continuing spread away from six of the primary 
points but not uniformly in all directions from 
each. 

In 1946 and 1947, the seasonal peak occurred 
much later than is usual for North Carolina 
(Table 4). In view of the fact that the seasonal 
decline continues on into April of the following 
year, it is possibly a significant factor in the 
development of our 1948 outbreak that the fall 
of 1947 saw not only an unusually late but also 
a relatively high incidence of poliomyelitis in 
North Carolina. 

A comparison of the seasonal cycle of the 
1944 epidemic with that of 1948 through October 
1 is shown in Fig. 4, which presents the number 
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Fig. 
Poliomyelitis cases, North Carolina, June 1948. 
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POLIOMYELITIS CASES, BY MONTH OF ONSET 
NORTH CAROLINA 
1946-47 
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September 
October 
November 
December 
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of individuals becoming ill each day, starting 
with May 1. It can be seen that the 1948 out- 
break began more than three weeks earlier with 
the peak coming three weeks later than in 1944. 
The exact time of the 1948 peak is the week 
ending July 23. 

The age distribution of the cases in North 
Carolina has undergone no important change in 
recent years. The percentages of the cases in the 
various age groups are shown in Table 5. 

The age distribution of the cases during the 
different months of the epidemic period under- 
went only minor changes. No clear-cut trend 
toward older age groups was apparent in the 
late weeks of the season (Table 6). 

There has been a consistently higher polio- 
myelitis rate in whites than Negroes in this state, 
as is presented in Table 7. 
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Poliomyelitis cases, North Carolina, July 1948. 


eee 
evel,” 


e 
teen/ 


e 


Fig. 3 


Poliomyelitis cases, North Carolina, August 1948. 
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The observation made by others’ in previous 
years that infants under six months of age under- 
go a lower risk of infection was noted in the 
1944 North Carolina epidemic and is confirmed 


AGE DISTRIBUTION OF POLIOMYELITIS CASES 
NORTH CAROLINA 
1935, 1944, and 1948* 


Age Group 1935 (675 cases) 1944 (861 cases) 1948 (1800 cases) 


1— 4 years 50 percent 34 per cent 46 per cent 
5— 9 years 28 per cent 35 per cent 27 per cent 
10—14 years 9 percent 17 per cent 13 per cent 
15 and over 13 percent 14 per cent 13 per cent 


*1948 cases limited to the first 1800 reports. 
Table 5 


AGE DISTRIBUTON OF POLIOMYELITIS CASES BY MONTH 
NORTH CAROLINA—JUNE-SEPTEMBER 1948 


15 Years 
Total 1-4 Years 5-9 Years 10-14 Years and Over 
Month Cases Per Cent PerCent PerCent Per Cent 


June 292 
July 858 
August ... 668 
September 266 


52.1 
42.4 
45.7" 
45.5 


29.1 
27.4 
26.5 
26.7 


11.3 7.2 
14.1 15.9 
13.3 14.1 
15.8 11.7 


Table 6 
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WHITE AND COLORED POLIOMYELITIS ATTACK RATES 
NORTH CAROLINA 
1935, 1944, and 1948* 


Year Rates per 100,000 Residents 
Colored 


ite 


1935 23.2 14.7 
1944 29.0 7.1 


*1948 cases limited to the first 1200 reports. 
Table 7 


by our case reports over the period of eight 
years prior to 1948 and by the cases reported 
so far this year. As of September 15, we had 
received reports of 44 infants under six months 
of age as compared to 121, seven through twelve 
months of age. One explanation that can be 
offered for the discrepancy between our white 
and negro attack rates is that, due to environ- 
mental -deficiencies, negro infants undergo a 
higher rate of exposure than white infants before 
the age of six months, while their passive im- 
munity still persists to a sufficient degree to 
prevent clinical disease but to permit active 
immunization to take place. 


The case fatality rate for 1948, on the basis 
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Fig. 4 


Daily incidence of poliomyelitis, North Carolina, 1944 and 1948. 
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of 2,219 cases and 122 
deaths reported up to 
October 1, stands at 5.5 
per cent. In our 1935 
epidemic, there were 72 
deaths with a case fatality 
rate of 10.7 per cent. In 
1944, there were 36 deaths 
and the rate was 4.2 per 
cent. 


The 1944 epidemic 
found us relatively unpre- 
pared with hospital facili- 
ties. An emergency hos- 
pital had to be construct- 
ed at Hickory due to the 
lack of beds elsewhere for 
poliomyelitis patients. 
This concentration of 
beds at one point made it 
necessary to transport 
patients many miles to 
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receive treatment which, in the early weeks of 
the outbreak, was administered under difficult 
conditions. 

Thanks to the state representatives of the 
National Foundation for Infantile Paralysis, a 
state-wide network of hospital centers was estab- 
lished during the period subsequent to 1944. At 
each of these centers, arrangements were made 
for the admission of acute cases. Equipment 
was secured and the existing personnel supple- 
mented where necessary. Health departments 
were notified in advance of the outbreak, as to 
the location of hospital centers in their areas. 
This information was transmitted to private 
physicians by the health departments. In most 
cases, the health officer made the necessary con- 
tacts with the hospital prior to admission as a 
service to the attending physician. 

Control measures have been largely left up to 
individual health departments. Local policies 
were set after consultation with the physicians 
in the area. Steps to reduce contacts among 
children were taken early in the epidemic coun- 
ties and later in the non-epidemic counties when 
the severity of the epidemic became known. 
Large gatherings of adults were discouraged by 
most local authorities, but in only one instance 
were community activities restricted for adults. 
This was done at the request of the county 
medical society in the face of an explosive out- 
break. 


The opening of schools was delayed from one 
to three weeks in most areas by the local school 
and health department officials after consulting 
the local physicians. No state-wide regulation 
was adopted regarding school openings, nor were 
there any other state-wide restrictions. Summer 
camps, which had already opened when the 
outbreak became clearly evident, were asked 
to limit admissions to counties out of the epi- 
demic zones. Other camps were asked to remain 
closed. Excellent cooperation was secured. 


Emergency fly control was not advised by the 
State Board of Health but was instituted, in a 
few instances, by county or city health depart- 
ments upon public demand. In many other in- 
stances, emergency fly control plans were altered, 
upon recommendation by the State Board of 
Health, in favor of long-range sanitation and fly 
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control programs on a more sound public health 
basis. 
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DISCUSSION (Abstract) 


Dr. Ben F. Wyman, Columbia, S. C—It affords me 
pleasure to have the opportunity of briefly considering 
the small poliomyelitis epidemic in South Carolina and 
certain related factors. Out of 46 counties in our state, 
39 had cases of poliomyelitis. This report will cover 
337 cases which occurred from January 1 through 
October 15, 1948. The incidence is about twice what 
we usually expect as normal. It is very apparent to 
us, considering the geographical distribution in South 
Carolina together with North Carolina, that our epi- 
demic was really a part of the North Carolina epi- 
demic since the majority of our cases occurred in the 
Piedmont section of the state. The entire coastal section 
of South Carolina had what would be considered a 
perfectly normal incidence of the disease, whereas York 
county, adjacent to Mecklenburg and Gaston counties 
in North Carolina, with 64 cases, had a rate of 105.8 
per 100,000 population and was our most heavily 
affected county. 

For the calendar year 1947 we had 66 cases, 55 of 
them after September 1. A few cases were reported 
each month during the spring, with our increased inci- 
dence beginning the week ending June 26. This inci- 
dence increased rather rapidly during the next four 
weeks to 35 cases for the week ending July 24. The 
reported cases stabilized with around 25 cases a week 
for the next four weeks and began to decline the week 
ending September 4. There has been a steady decline 
since then to only seven cases for the week ending 
October 16. We herewith present the cases reported 
by age groups, percentage and rate. 


Per Cent 
Age Group No. Cases of Total R/100M 
0-4 194 57.6 116.4 
5-9 84 24.9 49.2 
10-14 26 7.7 14.4 
15-19 17 5.0 8.4 
20-29 10 3.0 2.4 
30-39 6 1.8 2.0 
Total 337 100.0 17.8 


The cases in South Carolina were predominantly in 
the white race. Although the heavy incidence was in 
the Piedmont section, which is predominantly white, 


the case rate among the white population appeared 
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to be disproportionate on preliminary figures in com- 
parison with the proportion of the white population 
in that part of the state. Out of the 337 cases reported, 
the white race had 278, which is a rate per 100,000 of 
25.6. The negro race as reported had 59 cases with a 
rate of 7.2 per 100,000 population. We were very fortu- 
nate in that nearly all of our cases were hospitalized 
where they could receive proper medical care, including 
convalescent care. The August copy of “Medical Eco- 
nomics” quoted from an address by Dr. Haven Emer- 
son, noted public health officer, epidemiologist, and 
educator, before the Massachusetts Medical Society. He 
emphasized, or, as it is expressed, accused the Infantile 
Paralysis Foundation of “(1) misleading the public into 
believing that polio can be controlled if enough money 
is contributed, and (2) ‘reckless extravagance’ with 
funds wasted on ineffectual preventive work.” The 
full quotation follows: 


“These public relations experts, concerned with dime collection 
on a percentage basis, make monkeys of honest health officers. 
Hysterical warnings and inflated news items inflame local fears 
of a disease whose prevalence or fatality no health officer has 
yet claimed with honesty to have modified. Voluntary agencies, 
riding high on the emotional appeal of dramatic deformities and 
sudden deaths, so mask the truth that rational education of the 
public regarding our ignorance of effective measures is almost 
unheard amid the din of personalities and the zooming of air- 
planes that sprinkle death-dealing dust on houseflies and honey- 
bees alike.” 


We do not agree wholly with this statement as the 
Poliomyelitis Foundation, National, State, and through 
Chapters, made available hospital care, nurses and spe- 
cialists without stint and without question. Our pro- 
cedure was that if there was a case suspected of polio- 
myelitis it could be admitted to our general hospitals 
without any question and charged against the Founda- 
tion. Of course, if the diagnosis was not poliomyelitis 
the Foundation did not continue to pay the hospital 
and other costs after that time. 


The changing opinion of what we physicians are 
calling poliomyelitis is of interest. Only a few years 
ago, in fact in our epidemic of 1939, only the indi- 
vidual with paralysis was diagnosed as polio. During 
the present year about ten per cent of all cases that 
were accepted as poliomyelitis were nonparalytic. And 
so we find that through better methods of diagnosis 
and other considerations we are diagnosing and typing 
more and more nonparalytic cases. There are no doubt 
many cases of mild polio that we are still missing and 
perhaps we are at present diagnosing as abortive polio 
some cases that in reality may be some other virus 
disease. This statement is borne out by the work of 
Howitt, Hammon, and others. Until we have more 
specific laboratory tests that can be used easily and 
readily, we will no doubt continue to miss the 
correct diagnosis of many cases because of having to 
depend largely on clinical evidence. The control of polio- 
myelitis and the control of the public is of considerable 
concern to the health officer. Even though we do not 
know all the answers regarding the transmission of the 
disease and what to do to control it, we have made 
tremendous advances in our knowledge of this clinical 
identity. Too many physicians do not apparently realize 
the advances that have been made in the care and 


SOUTHERN MEDICAL JOURNAL 


May 1949 


treatment of this disease and knowledge of the probable 
means of spread, and too many very glibly say to the 
public that they know nothing about polio. It is worth 
noting that many of our very best men, who are 
cialists in their particular field and do not profess to 
know a great deal about other special fields of megj. 
cine, apparently are overcome with the pressure and 
the confusion in the minds of the public and unhesj- 
tatingly talk very freely about the control of this dis. 
ease, which is a very definite and special field of 
epidemiology. 

The mass hysteria which affects the general public 
when an epidemic of poliomyelitis occurs, even nearby, 
gives the health officer a great deal of worry in adyis- 
ing and instituting any sort of reasonable, sane measures 
to combat the disease. As a matter of fact, the health 
officer spends more time trying to combat this reaction 
than he does in efforts and study to control the disease 
itself. We have found this very definitely true in our 
state, and certainly otherwise calm and sane people do 
many, at least apparently, foolish things even when 
poliomyelitis is only in some neighboring state or 
county. They close schools and other well-regulated 
gathering places for children and turn these children 
loose to run in unrestricted playgrounds, back alleys, 
and streets. City fathers spend thousands of dollars 
dusting streets, shrubbery, and fogging the atmosphere 
with various and sundry insecticides, applied by equally 
various and sundry methods, solely on the advice of 
a detailed insecticide salesman, whose only qualifica- 
tions for knowing anything about the problem is his 
natural ability to sell his product. 


In the case of poliomyelitis one hesitates to use the 
word control since science has failed to give us any 
particular control procedure. Apparently the virus is 
widespread in the population during epidemic periods, 
so that even rigorous application of isolation and quar- 
antine measures fails to impede the progress of the 
disease. There is reason to believe that transmission 
of poliomyelitis occurs more readily during the first 
few days of illness. The patient should be isolated. 
It is indeed doubtful that any particular system of 
restricting the patient and contacts would appreciably 
affect the spread. 


Dr. Norton (closing) —There are many studies that 
we have under way that we did not have a chance 
to bring out. One of the things that I did not men- 
tion that we are working on, and it seems to be pretty 
definite now, is that not only do we have three or 
four times the case prevalence or incidence of whites 
as compared to Negroes, but the fatality rate runs just 
about the same, so it seems not a matter of the diag- 
nosis being better in the whites than in the Negroes. 

Another thing is that the case fatality rates for older 
individuals run on up and we have not had any- 
body 55 or over who had polio and lived. We have a 
lower case fatality in younger age groups. 

Studies are now being worked out on a correlation, 
if possible, with the amount of exercise or exertion that 
a person has, particularly in the beginning stages of 
the disease, and the development of more serious symp- 
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toms referred to Dr. Wyman, and apparently there is 
a definite association with that. 

We are unfortunate in not being able to make a 
specific diagnosis. Apparently we are making some 
improvement on that and we hope that we will soon 
have a specific diagnosis. 

One of the difficulties in getting an immunizing 
agent, of course, is the fact that we have never been 
able to get an immunizing agent from a virus which is 
dead. We can change it as we do in smallpox and 
rabies, but we will have to find out some way, appar- 
ently, to change it without killing it. 

It has been long enough since the opening of school 
to indicate there has been no definite influence on the 
downward trend since the opening of schools. We have 
no scientific basis, apparently, for postponing the open- 
ing of schools beyond the usual time. As Dr. Wyman 
has said, they go out and make other contacts indiscrimi- 
nately, so when the time for school opening comes, 
we have no basis for postponing it for a week or a 
month as many insist on doing. 


EPIDEMIOLOGIC IMPLICATIONS OF 
POLIOMYELITIS VIRUS IN 
THE THROAT* 


By Avpert E. Casey, M.D. 
Birmingham, Alabama 
I. FisHsBetn, M.D. 
FRANK M. SCHABEL, JR. 
and 
H. T. SmitH 
With the Cooperation of 
H. N. BunpeEseEn, M.D. 
Chicago, Illinois 


In the course of an epidemiologic study of 
poliomyelitis in Chicago during 1945 and 1946! 
oro-pharyngeal swabs from 24 children who had 
been in contact with a severe clinical polio- 
myelitis case were tested for the presence of 
poliomyelitis virus by monkey inoculation. 
These 24 children were chosen because, in every 
instance, the virus had previously been isolated 
from their stools collected within 5-23 days 
after known exposure to poliomyelitis. Swabs 
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were taken from 14 of the children during the 
infectious period (4 days before to 4 days after 
onset of symptoms).? Among these 14 children, 
the virus of poliomyelitis was in the throat in 
7; six (86 per cent) of these had well-defined 
symptoms of poliomyelitis. One was a para- 
lytic case and 2 were meningitic cases and the 
remaining 3 had such symptoms as leg-ache, 
headache, drowsiness and sore throat (Table 1).5 
Of the other 7, only one (14 per cent) had 2 
or more symptoms other than fever. Of the 
other 10 children in the group of 24, six were 
without demonstrated fever or symptoms and, 
therefore, the infectious period could not be 
estimated. Swabs were not taken on the remain- 
ing 4 until 5-12 days after onset of symptoms 
which is outside the infectious period. In none 
of these 10 children was virus isolated from the 
oro-pharyngeal swabs. 

It has been demonstrated that in clinical 
poliomyelitis the virus may be present in the 
throat from 5 days before to 5 days after onset 
of symptoms, but is generally not recovered 
earlier or later.* 

The present studies indicate that this is true 
for clinical poliomyelitis, but much less often 
for subclinical poliomyelitis. Virus was not iso- 
lated from oro-pharyngeal swabs taken after the 
infectious period in 4 children even though they 
had virus in their stools and typical symptoms 
of the disease. On the other hand, 7 of the 14 
(50 per cent) with collections during the infec- 
tious period had demonstrable virus in the oro- 
pharyngeal swabs. 

Since 6 of the 7 children in the infectious 
period with fever and 2 or more typical symp- 
toms had recoverable virus in their throat swabs, 
and since 6 of the 7 with recoverable throat 
virus had fever and 2 or more typical symptoms, 
there is evidently high correlation between the 
presence of well-defined symptoms of poliomye- 
litis and the presence of virus in the throat 
(x? = 7.4 N=1 P= 0.01 significant). This 
may explain how it was possible in field studies 
to trace 108 of 131 poliomyelitis cases (83 per 
cent) to intimate contact with prior cases in 
the infectious period.4 Of the 108, seventy- 
seven had stiff neck or stiff back and all the 
rest had other typical symptoms. Thus the 
meningitic or paralytic patient seemed nine times 
as likely to transmit the disease by contact dur- 
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ing the infectious period as the frequency of this 
type (5-8 per cent) would indicate. 

It is possible that poliomyelitis characterized 
by mild fever and stool virus, but otherwise 
virtually asymptomatic (58 per cent of all 
cases) is of little epidemiologic import in the 
ordinary transmission of the disease in com- 
munities with modern sanitation. Modern sani- 
tation has possibly reduced the stool hazard of 
poliomyelitis. However, this may permit larger 
numbers of nonimmune children to arrive at 
older and more paralysis-susceptible ages before 
making contact with the virus particularly from 
oro-pharyngeal sources. 


SUMMARY 


The virus of poliomyelitis was recovered from 
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oro-pharyngeal swabs in 6 of 7 children (86 per 
cent) whose swabs were taken during the infec. 
tious period of poliomyelitis, who had 2 or more 
symptoms typical of poliomyelitis, and virus 
demonstrated in the stools by monkey inocula- 
tion. 

The virus of poliomyelitis was not recovered 
from the oro-pharyngeal swabs of 4 children 
with typical symptoms of the subclinical dis- 
ease but whose swab collections were begun 
more than 5 days after onset. 

The virus of poliomyelitis was recovered from 
oro-pharyngeal swabs of only one of 13 chil- 
dren (8 per cent) who did not have 2 or more 
symptoms typical of poliomyelitis, although they 
were direct contacts of an infectious case and 
had virus in their stools. 


SYMPTOMS AND THROAT VIRUS AMONG 24 CONTACTS HAVING VIRUS IN THE STOOL WITHIN 3 WEEKES AFTER 
KNOWN EXPOSURE TO AN INFECTIOUS PATIENT 


VIRUS ISOLATION SWABS 
CHILDREN Stool Throat ONSET DAYS F P SN LA H ST V Cc DR SFP 
T45-10 WiSha wm7 + +- 8-5 —?—0 + + + 0 + + 0 + 0 44 
T46-3 TeDun wm5S + 8-5 —6—0 + 0 + 0 + 0 0 + + 52 
T-4518 RoFye wi2 + + 8-20 —4—0 + 0 + 0 +? 0 0 + 0 68 
T46-2.  MaJBi wf3 + + 7-22 +4 + 0 9 + 0 0 0 0 + 28 
T46-2  StBir wm5!4 + + 7-22 +4 0 0 + 9 0 0 
T46-2 BeChe wm2% 7-22 +4 + 0 0 0 + + 0 0 0 
T46-2 JoMas wm2!4 7-27 0 0 0 0 0 0 0 
T45-5 LeLFr wml% + 0 8-6 —2—1 + 0 0 0 0 0 0 0 0 52 
ElBal wm2% + 0 8-5 0 0 0 0 0 0 0 
T46-2  JoJac wf3 0 8-15 0 0 0 0 0 0 0 0 + 
T46-2. AlKeb wm3 + 0 7-27 —3—1 + 0 0 0 0 0 0 0 0 
T46-2, DeRos wm3 0 8-5 —3—0 0 0 0 0 0 0 0 32 
T46-2 _—_—RiSic wm3%4 + 0 7-27 —4+1 + 0 0 0 0 0 + 0 + 26 
T46-2 PaWoz wm4 + 0 7-29 —1—0 + 0 0 0 0 0 0 0 0 
T46-2. RoARo wiS%4 + 0 8-5? 0 0 0 0 0 0 0 0 0 0 44 
T46-2 PaMas wm4 a 0 7-25? +1 0 0 0 0 0 0 0 0 0 
T46-2, KeSzu wm3 + 0 7-31 0 0 0 0 0 0 + 0 
T46-2. JoDeC wm4 0 7-17? +9 ? (9) 0 0 0 0 0 0 24 
T46-2 KaStu wf2 + 7-14 +12 o + + + o 40 
T46-2. PaMal wm4 _ 0 7-21 +5 + 0 0 0 + 0 0 + 0 
T46-2 KaMcA wi4% + 7-23 +7 ? 0 0 o + + 0 
T46-2 JeSpr wm2 + 0 0 0 0 0 0 0 0 0 
T46-2 LeWes wm3% + 0 0 -- 0 0 0 0 0 0 0 0 0 
T46-2  JoWil wm4'4 + 0 0 0 0 0 0 0 0 0 0 22 


Drowsiness; SFP, 


F, Fever; P, Paralysis; SN, Stiff neck or back; LA, Leg-ache; H, Headache; ST, Sore throat; V, Vomiting; C, Constipation; DR, 
Spinal fluid protein. 


Table 1 
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Of 7 children in contact with a case of polio- 
myelitis from whom oro-pharyngeal swabs were 
taken during the infectious period, and who had 
virus in their stools, but not in the throat, only 
one had 2 or more symptoms typical of polio- 
myelitis. 
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CONTRIBUTION TO THE STUDY OF 
TROPICAL EOSINOPHILIA* 


By G. EstrabDA DE LA Riva, M.D., F.A.C.A. 
Havana, Cuba 


The clinical syndrome known as tropical 
eosinophilia was named by Weingarten in 1943; 
however, Symmers”! in 1938, and Valledor?’ in 
1939 had described a symptomatic complex of 
unknown etiology but well definite semeiology 
consisting of protracted course, leukocytosis with 
a high eosinophilic index and transient changes 
in the pulmonary parenchyma. 

The studies of Bass? did not throw much light 
on this subject in spite of his various observa- 
tions. Weingarten?” was the first to report a 
considerable number of cases, eighty-one, of a 
disease occurring in Calcutta in subjects who 


*Read in Section on Allergy, Southern Medical Association, 
Forty Second Annual Meeting, Miami, Florida, October 25-28, 
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lived near the shore, which he called tropical 
eosinophilia. The patients had a common and 
constant symptomatology consisting in moderate 
fever, malaise, signs and symptoms of asthma- 
toid bronchitis and catarrh of the upper respira- 
tory passages, slight splenomegaly, generalized 
micropolyadenitis and leukocytosis from 20,000 
to 60,000 with many eosinophilic cells, without 
changes in the red count. Roentgenologic find- 
ings reached a pathognomonic character, a dif- 
fuse, or more frequently, reticular infiltration 
spreading to the entire area of both lungs which 
resembled in some instances the appearance of 
miliary tuberculosis. The blood picture showed 
always more than 30 per cent of adult poly- 
morphonuclear eosinophils, in both peripheral 
and bone marrow smears. The course of the 
disease extended from some months to several 
years, and untreated it tended to chronicity. 


Weingarten found that arsenicals acted specif- 
ically, which made him believe that the disease 
was caused by a spirochetal or protozoon infes- 
tation notwithstanding the fact that no parasitic 
allergen had ever been found. It was later that 
Carter* found various forms of parasitism in 
several cases observed in Ceylon. 


For some time it was considered an exotic 
disease exclusively to be found in the far east. 
This theory was strengthened by the report of 
Emerson of a sole case which occurred in North 
America in an American soldier eight months 
after his return from India. But roentgeno- 
logic studies made by Elizondo Martel’ of cases 
with high eosinophilia led Valledor,?3 24 after 
exhaustive investigation on nine cases (six chil- 
dren and three adults), to consider the disease 
as a nosologic entity. He named it “infectious 
leukemoid eosinophilic syndrome,” and said that 
it occurred in the western as well as in the 
eastern tropical zone. 

In Valledor’s cases the eosinophilic index 
ranged from 30 to 70 per cent, and occasionally 
higher. Bone marrow eosinophilia varied from 
30 to 50 per cent, all adult cells, denoting a 
high hematoplastic reaction. Most of the lymph 
node biopsies showed eosinophilic infiltration; 
and all cases exhibited nodular or reticular tran- 
sient pulmonary infiltrations. 

All nine cases healed in periods from one to 
two years, symptoms regressed in the following 
order: first, fever, then adenopathies and respira- 
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tory symptoms, and last splenomegaly. The 
fever lasted from weeks to several months; cor- 
responding to that period there was an increase 
in leukocytosis which later subsided; and eosino- 
philia persisted during some months afterwards. 

In the research carried out for etiologic factors 
the only finding worthy of consideration was 
the presence of nuclear, alcohol-fast, inclusions 
determined by histobacteriological examination 
of the ganglia, suggesting the possibility of virus 
infection or light protozoon infestation. 

The author concludes that the syndrome is a 
disease of unknown etiology and fairly common 
occurrence though frequently unrecognized. He 
does not affirm dogmatically its tropical topog- 
raphy, but notes that the bibliography on the 
subject is still scant and several dubious cases 
have been reported in Europe in zones far from 
the tropics. 

Almost simultaneously numerous contributors 
reported high eosinophilic counts in patients 
with asthmatic symptoms and pulmonary con- 
solidations of the Loffler type. Stefano?° and 
Hoff? relationed it to amebiasis; Dassen, Lom- 
bardy and Fisher’ to brucellosis; Slowey!? to 
trichiniasis; not to mention the classic experi- 
ment of Koino!! in Japan in 1922, and later of 
Vogel and Minning?® who induced experimentally 
the clinical picture of the Loffler syndrome by 
oral administration of eggs of Ascaris lumbri- 
coides and Oxyuris vermicularis. In 1939 La- 
vier, Bariety and Carole!5 reported extensive 
pulmonary infiltration, transitory in character, 
and high eosinophilic index in a case of hepatitis 
due to Fasciola hepatica. 

Cases with this hematic response to a para- 
sitic allergen and the same reversible changes in 
the pulmonary tissue might well be traced to a 
definite etiologic agent and have been well dif- 
ferentiated from the clinical picture of tropical 
eosinophilia described by Weingarten and Val- 
ledor. 

Therefore, when at the beginning of this year, 
a massive epidemic focus of febrile eosinophilia 
reaching approximately 3,000 cases burst in 
Pinar del Rio, extreme western province of Cuba, 
all interest converged upon the elucidation of 
an etiologic factor, incognita for so long. 

An official commission was appointed by the 
Health Department to determine whether the 
observed disease was a clinical entity, infec- 
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tious or toxic, or a hematological response to 
the antigenic activity of a foreign agent, be it 
virus, bacteria, fungus or animal parasite. 


Reaud,!® a member of the commission, selected 
21 patients, the most seriously and typically 
affected, and performed the following investiga. 
tions: 

Parasitologic examination of stools; micro- 
scopic examination of bile obtained by duodenal 
catheter; blood culture; and intradermal skin 
tests to trichina antigens, which were all nega- 
tive. 

It is noteworthy that in two patients liver 
biopsies showed intense eosinophilic infiltration, 
which also was found in a spheroid tumor of 
ligneous consistency whose exact nature could 
not be demonstrated when excised from the 
abdominal wall in a patient. 


Spraying with exudates from the nasopharynx 
of six patients into two healthy volunteers did 
not induce clinical or hematological response 
after two weeks’ observation. 

The mixed sera of six patients, injected intra- 
venously and intramuscularly respectively into 
two volunteers was also innocuous after two 
months’ observation. 

The mixed filtrates from the feces of eight 
patients, administered duodenally by catheter, 
also resulted negatively after two months’ obser- 
vation. 

Blood examination for filariasis was negative 
in seven patients. 

Potable water samples taken directly from 
the springs and from house faucets were sepa- 
rately given as the only drinking fluid during 
three weeks to two groups of mice, guinea pigs 
and rabbits bred and raised far from the epi- 
demic area. Blood examinations, performed be- 
fore starting, and one, two and three weeks after, 
showed no hematological or other pathological 
changes. 

Samples of the centrifugal sediments of water 
from the faucets did not show the presence of 
Fasciola’s cercarias, neither could be demon- 
strated spectrometrically the presence of antim- 
ony, a metal widely used in water systems, 
whose toxic action Bradley and Frederick’ con- 
sidered the cause of several high eosinophilic 
reactions. 


Following the trend of outstanding parasi- 
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tologists, such as Kouri,° '5 Arenas,' 13 Bas- 
nuevo,° !* Hernandez,® Unanue,”? and Diaz Car- 
taya,° who emphasize the need of careful search 
for Fasciola in the bile obtained by catheteriza- 
tion in patients exhibiting obscure eosinophilic 
pictures, samples were simultaneously examined 
by Professors Kouri and Curbelo with identical 
results: no adult parasites were observed. Fas- 
ciola’s cercarias were found in seven cases, those 
of Clonorchiasis chinensis in one, and of Necator 
americanus in three cases. It is particularly 
interesting how patients who had not received 
emetine did not show the presence of cercarias 
before two months of disease; cases in earlier 
stages, or untreated, were consistently negative. 
Arsenicals proved to be ineffective against Fas- 
ciola’s cercarias. Eventually the epidemic was 
rapidly aborted by wide use of emetine. 


During further study, Quintero!’ performed 
skin tests with fasciola antigenic extracts re- 
porting positive reactions in the fifty cases 
studied by him. Passive transfers were also 
reported as positive. Precipitin tests ran paral- 
lel to skin tests in all cases; in the opinion of 
the author they were less specific. 


In my service at the Associacion Canaria 
Clinic I observed, from January to June, 43 cases 
proceeding from the epidemic area which as 
said before is highly infected with these para- 
sites. Thirty-one patients showed a certain de- 
gree of eosinophilia, 18 to 34 per cent, and no 
specific symptoms of the disease or pulmonary 
alterations. All proved to be parasitized, by one 
or several of the following species: Ameba coli 
or histolytica, ascaris, oxyuris, trichocephalus, 
Ankylostoma duodenalis, trichina and Necator 
americanus. Adult parasites and their larvae 
were found in the feces, and in nine instances 
positive skin tests could be elicited to trichina 
antigens. 

Being symptomless, treatment was limited to 
parasiticides, antianemic therapy and psycho- 
therapy. All of the patients recovered in three 
to six weeks with regression of the eosinophilic 
index to normal. 


The remaining 12 cases evidenced no traces 
of intestinal parasitism and their nosologic char- 
acteristics led me to distinguish two well-defined 
groups. One of eight patients whose main symp- 
toms were respiratory had eosinophilic counts 
from 25 to 45 per cent, without other blood 


DE LA RIVA: TROPICAL EOSINOPHILIA 431 


alterations, and pulmonary consolidations of the 
most varied form and localization could be ob- 
served roentgenologically. No inhalant or food 
allergy could be demonstrated, and all symp- 
toms and signs cleared in the course of four 
weeks without other therapy except antihista- 
minics. 

The second group of four patients showed 
a more definite picture of the syndrome under 
study. 


They all presented fever, asthmatic symptoms 
with moist rales and sibilance disseminated to 
the entire area of both lungs, leukocytosis from 
50,000 to 63,000 with eosinophilia prevailing in 
the blood picture, from 44 per cent up to 72 per 
cent in one case. No anemia was registered 
and the eosinophilic index was at the expense 
of neutrophils. All had splenomegaly to some 
extent and two had slight hepatomegaly without 
symptoms of hepatic involvement. As in the 
eight cases of the first group extrinsic allergy 
could not be proven, and all, except one who 
had infectious asthma and urticaria in child- 
hood, had a negative history of allergy. Syphilis 
and tuberculosis were negative. 


The x-ray pictures showed in all four paren- 
chymal reticulosis in both pulmonary areas, and 
one showed a distinct mottled aspect super- 
imposed over the netting, resembling a typical 
granulitis. 

Bile samples demonstrated the presence of 
Fasciola’s cercarias three months after arsenic 
therapy and one month after intense treatment 
by emetine without obtaining regression of the 
clinical picture, except polyadenitis which disap- 
peared in three cases. They returned to their 
homes under periodical observation. 


During the last four years I have seen three 
cases of what might be considered as typical 
patterns of tropical eosinophilic syndromes. 
Their course as observed for periods of more 
than a year without change, and dramatic re- 
covery of all is worth reporting. 


Case 1—R. E. S. was a 34-year-old man, a farmer; 
with history negative for atopy, syphilis and tubercu- 
losis. One and a half years previous to his coming to 
the clinic he started coughing and having seizures of 
dyspnea, fever, malaise, and enlargement of the lymph 
nodes at the neck, axilla and groin. Physical examina- 
tion revealed prolonged expiration, sibilant and moist 
rales. Polyadenitis was evident, the spleen was palpa- 
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ble, and the temperature fluctuated around 100.° 
The peripheral blood showed: 
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Eryth. Hb. 
4.38 85 


Leuk. Neut. Eos. Lymph. Mono. 


3-11-1942 65,500 12 76 9 3 


Remaining investigations were negative. The x-ray 
picture showed a netting image covering the whole area 
of both lungs. 

All forms of treatment proved ineffective and daily 
eosinophil counts showed an increase to reach an index 
of 88 per cent, marrow counts being as high as 47 per 
cent with adult forms prevailing. ; 

That condition remained unchanged for eighteen 
months when, after trauma, a left orchitis developed. 
Internal and local treatment being ineffective, orchid- 
ectomy was performed and pathological examination 
demonstrated an enormous mass of connective tissue 
surrounding a congenitally atrophic testicle, the size of 
a pea, infiltrated by eosinophils. 

Forty-eight hours after the operation the blood count 
was: 


Eryth. Hb. Leuk. Neut. Eos. Lymph. Mono. 
11-14-1944 4.9 80 16,500 64 1l 21 4 
and two days later 
11-16-1944 4.8 s0 11,000 71 3 21 5 


Ten days later the abnormal radiologic aspect of the 
lungs had disappeared and also the asthmatic symp- 
toms. Almost four years later the condition has re- 
mained unchanged. 


Case 2—C. G. C., a woman 29 years old, a house- 
wife, had a history negative for allergy, tuberculosis 
and syphilis. After pregnancy of four months a mis- 
carriage occurred without subsequent recurring menses. 
No curettage was performed at this time. 

Six months later the described syndrome was diag- 
nosed, intense bilateral pulmonary reticulosis was radio- 
logically evidenced, and leukocytosis up to 55,000 with 
eosinophilia as high as 68 per cent were stable findings. 
No parasites or their embryonic forms could be demon- 
strated. Hormonal therapy was inéffective. 

After two months’ observation an irregular menstrua- 
tion appeared lasting for three weeks uninterruptedly 
and uterine scraping was advised. 

It was striking the hematological change which took 
place immediately after the surgical intervention. 


One day before surgery: 


Eryth. Hb. Leuk. Neut. Eos. Lymph. Mono. 


10-23-1945 4.7 85 35,000 22 66 11 1 
10-24-1945 Curettage performed 

10-26-1945 4.5 85 17,000 63 9 24 4 
10-28-1945 4.4 80 11,000 66 5 26 3 
10-30-1945 4.5 80 10,500 68 2 26 
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One month later the radiologic signs had disappeared, 
The symptoms subsided one week after curettage. 


Case 3.—The third case presented for your considera- 
tion is H. T. R., an 18-year-old man who had no 
previous history of atopy. He had had a transitory 
episode of asthmatic bronchitis when six years of age, 
which was proven to be infectious. Tuberculosis and 
syphilis were negative. He started having moderate 
fever nine months previous to his coming to the clinic; 
two months later asthmatic symptoms appeared and 
about that time he noticed enlargement of lymph nodes 
in several regions of his body. 


At the moment of his hospitalization he presented 
notable splenomegaly and slight hepatomegaly, general- 
ized micropolyadenitis, malaise and fever about 102.° 


He called our attention especially to a larger node in 
the coccygeal region which had disturbed him for two 
years previously and from which he had intermittent 
serous discharge. It happened to be a pilonidal cyst 
of mesoblastic origin. 

The hematic formula at that time was: 


Eryth. Hb. Leuk. Neut. 
2-11-1947 $3 95 


Eos. Lymph. Mono. 
39,000 24 58 11 7 


The roentgenologic aspect of the lungs was netlike, 
without nodules or pseudomiliary changes. 


Examinations for intestinal, hepatic and cutaneous 
parasites were negative and excision of the dermoid 
cyst was ordered and performed four days later. Eosino- 
philia then rated 61 per cent with 40,500 leukocytosis. 


Postoperative healing was rather slow and was com- 
plete six weeks later. At that moment the patient was 
apyretic, free from respiratory symptoms, and spleen, 
liver or ganglion enlargement was not perceived. 


For ten days blood counts performed daily averaged 
this result: 


Eryth. Hb. Leuk. Neut. Eos. Lymph. Mono. 
4-2-1947 
to 4.7 85 


4-11-1947 


9,000 68 3 25 4 


The x-ray picture showed no pulmonary alterations. 
CONCLUSIONS 


Forgetting those cases that mean a mere al- 
lergic response to adult parasites limited to 
moderate eosinophilia without other symptoms, 
we are dealing with two distinct eosinophilic 
syndromes. The first one is transient, and be- 
sides a high eosinophilic index, does not abound 
in ostensible symptoms which have roentgeno- 
logic signs of pulmonary infiltration in various 
shapes and localizations as its main charac- 


Vol. 42 No. 5 


teristic. There is no fever, and respiratory symp- 
toms usually are unimportant; the course of the 
acute stage is from two to four weeks, recovery 
is always spontaneous and expeditious and ex- 
trinsic or intrinsic allergy is apt to be demon- 
strated. It is the syndrome described by Lof- 
fler!® in 1932. 

The second one is characterized by a pro- 
tracted course, tendency to chronicity, rather 
high and persistent eosinophilia without ery- 
throcytic deviations, enlargement of spleen and 
lymph nodes, fever, cough and asthmatoid symp- 
toms, and a nodular, and more frequently retic- 
ular, pulmonary infiltration resembling the image 
of miliary tuberculosis and extending over the 
entire area of both lungs. 

We have shown in our group of 43 patients 
that 31 were parasitic infections with no symp- 
toms or positive findings, except moderate eosin- 
ophilia; and these recovered completely after 
parasiticidal therapy. 

Eight patients must be considered as pure 
Loffler syndromes regardless of the fact that 
sensitiveness to specific allergens could not be 
demonstrated, but the rather marked pulmonary 
consolidations, absence of ostensible etiological 
factors, high eosinophilic index and rapid total 
regression lead us to that diagnosis. 

The remaining four cases in that group may 
be considered as pure specimens of the syn- 
drome, tropical eosinophilia, since they are in an 
amphibolic stage after five to six months of dis- 
_ ease and all forms of therapy, emetine included, 
have been unable to modify the course. It is 
noteworthy that no adult parasites have been 
found in any of them but all four have shown 
evidence of cercarias and other embryonic forms 
of Fasciola hepatica in the bile. All these 
characteristics point to the diagnosis of tropical 
eosinophilia. 

I have also presented three cases of classic 
tropical eosinophilia where parasitic infestation, 
atopy or infection did not exist, and where 
excision of embryonic tissue present in some part 
of the bodies was followed by sudden and total 
regression of the disease in every one. 

It is common knowledge, as Schick said it in 
his lecture before the Fourth Annual Forum of 
Allergy, that the most common and potent aller- 
gens are those of embryonic nature, such as 
eggs, seeds, nuts, pollen grains, and fungus 
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spores. Hughes! reported a case of sensitive- 
ness to protamine, a derivative of salmine, the 
sperm of salmon. The three cases herein reported 
have proven by the most irrefutable evidence, 
total recovery immediate to the removal of the 
causative agent, the allergenic activity of em- 
bryonic tissue in each of them, such as atrophic 
congenital testicle, fetal residues and dermoid 
cyst. 

Again we deal with embryonic forms of a 
parasite in the four cases where cercarias of 
Fasciola hepatica were found in the gallblad- 
der, a parasite which when adult causes a well 
defined disease, distomiasis, familiar to all who 
practice in the tropics or study tropical diseases. 

That Fasciola or Distoma must reach the 
adult stage before acquiring pathologic activity 
is a well-established fact. We do not doubt that 
not only Fasciola but any other nematode, 
trematode or cestoda which ovulates and de- 
velops proscolices that later are transformed 
into cysticerci which contains the scolices or 
larvae may act through those embryonic ele- 
ments as a true allergen. It may thus induce 
a strong immunologic response in the host and 
after continuous and prolonged stimulation, a 
specific antibody response, with hematopoietic 
organs as shock tissue, evidencing a true allergic 
reaction, that is, a deviation from their normal 
function. This might show as hyperplasia of the 
bone marrow with predominant formation of 
adult cells, and hyperactivity of the spleen and 
lymph nodes, where numerous adult eosino- 
phils are found, without irreversible pathologic 
changes. 

The lungs also play a determinant part as 
shock tissue. This is corroborated by the nodu- 
lar or reticular formation in the organ, which is 
only an edematous reaction of the interstitial 
connective tissue, proven by its sudden and 
complete regression. It is an established fact 
that edema is fundamental in the pathogenesis 
of all allergic reactions. 

Therefore I submit for the consideration of 
this distinguished audience the following con- 
cepts: 

First, the clinical syndrome known as tropical 
eosinophilia is not’ a definite nosologic entity. 

Second, it is the allergic response of an organ- 
ism to embryonic elements of any nature which 
act as allergens, with specific antibody produc- 
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tion and a definite shock tissue, the hemato- 
poietic system. 
SUMMARY 


A brief historic resume is presented on the 
clinical syndrome known as tropical eosinophilia, 
its semeiologic description as well as that of 
other eosinophilic syndromes. 

A report is made of the research conducted 
by the Health Department of Cuba during the 
recent epidemic of 3,000 cases of febrile eosino- 
philia in the province of Pinar del Rio. 

A report of personal observations upon 43 
cases from the epidemic area, and of three pre- 
vious cases of eosinophilic response of the or- 
ganism to intrinsic embryonic tissue, showing 
all the characteristics of tropical eosinophilia, 
is presented. 

A theory is advanced considering the disease 
not as a nosological entity but as an allergic 
reaction of the organism to embryonic elements, 
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DISCUSSION (Abstract) 


Dr. J. Warrick Thomas, Richmond, Va—I should 
like to ask Dr. de la Riva how he would prepare an 
antigen for sensitization studies to determine the sengj- 
tivity in these individuals. I should also like to know 
what is the highest eosinophil count that he has ever 
seen in these patients as well as in other conditions, 

I had the opportunity of seeing a patient with 
periarteritis nodosa in whom the eosinophil count was 
in the high eighties. We have to differentiate several] 
other disease entities from tropical eosinophilia and J] 
think the differential diagnosis that he has outlined 
has been most constructive. 


Dr. W. H. Browning, Shreveport, La—I agree with 
the doctor’s conclusions that eosinophilia tropicalis is not 
a single entity. 


Dr. de la Riva (closing) —In answer to the ques- 
tion about preparation of antigenic extracts for skin 
testing against sensitiveness to embryonic forms of para- 
sites, we use, as a primary material, the eggs. They 
contain the proscolices, first stage of the embryonic 
evolution of the parasite. 

We collect two to three drams, grind in a glass ball 
mill, defat with ether and dry under glass until all ether 
fumes “have evaporated. Then we extract against 
glycerosaline or dextrose-phenol solutions for 48 hours. 
No dialysis is necessary. 

These extracts have been proven to be non-irritant. 
They do not produce pseudo-reactions. 


Dr. Thomas.—I encountered a patient with symptoms 
and diagnosis of periarteritis nodosa. I believe the 
eosinophil count was about 88 and this patient had 
brorichial asthma, had been treated for asthma, later 
died. At the postmortem there was no _ periarteritis 
nodosa. 


Dr. de la Riva—I consider that the only common 
denominator to periarteritis nodosa and tropical eosino- 
philia is the high index of eosinophilia usually present. 

Periarteritis nodosa is, according to our observations 
and those of Cohen, Kline and Young, who have the 
widest experience in the study of this disease, an irre- 
versible disease of fatal diagnosis. Anemia is a constant 
finding and lymphocytic and polynuclear, as well as 
eosinophil, infiltration is commonly found in arterial 
and muscular tissues, which are the sites of the nodular 
aspects observed in the lung roentgenograms and the 
medium sized and smaller branches of the pulmonary 
vessels. 

Tropical eosinophilia is always a reversible syndrome 
in which anemia is never present, the blood changes 
picture a definite eosinophilia at the expense of other 
forms of leukocytes which are markedly diminished. 
No stable degenerative changes occur either in the blood 
vessels or muscular tissue, and the nodular infiltration 
present in the pulmonary parenchyma is clearly shown 
to occur in the connective or interstitial tissue, sur- 
rounding the pulmonary arterioles which are unaltered. 

Another highly significant point is the hemopoietic 
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hyperplastic reaction observed in tropical eosinophilia 
demonstrated by the constant presence of young forms 
of all blood cells, quite contrary to the picture in peri- 
arteritis nodosa. 

Tropical eosinophilia is a benign disease in which no 
fatalities have been reported to date. 


Dr. Homer Prince, Houston, Texas.— How about 
Filaria ? 

Dr. de la Riva-—We always search for filariasis. Of 
course there were no traces of Filaria in these cases. 
We investigated it thoroughly, taking day and night 
blood samples, which were consistently negative. 


Dr. Thomas—Did you see any associated urticaria in 
these individuals ? 


Dr. de la Riva—tIn the past history, there was a 
case of asthma and urticaria. I just pointed that out 
to prove that it was not an atopic case. It had 
occurred when the patient was six years old, and he 
was eighteen years old at the time of the report but 
had had no further episodes of. any form of clinical 
allergy. 


TRANSVERSE COLOSTOMY IN CHRONIC 
ULCERATIVE PROCTOCOLITIS* 


By FREDERICK B. CAMPBELL, M.D. 
Kansas City, Missouri 


The problems encountered in the surgical 
treatment of chronic non-specific ulcerative 
colitis are as varied as are those encountered 
in its medical treatment. However, the internist 
has one great advantage over the surgeon. The 
internist exhibits all of his therapeutic agents, 
then, if these fail and the failure has not been 
discovered too late, the remaining chance for 
useful survival depends upon surgery. From 
this group of individuals, critically ill and 
therapeutically stranded, the surgeon must begin 
his work of salvage. 

Both the surgeon and the internist are deeply 
troubled by the lack of criteria as to the time 
to abandon medical therapy and to institute 
surgical therapy. Even a limited experience 
with chronic non-specific ulcerative proctocolitis 
reveals fatalities in which the medical treatment 
was carried to the point where the chance to 
survive by surgery was not possible. On the 
other hand most of us have on occasion advised 


*Read in Section on Proctology, Southern Medical Association 
Ferty-Second Annual Meeting, Miami, Florida, October 25-28, 
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surgery for a patient critically ill and appar- 
ently rapidly progressing to a fatal termination, 
only to note a reversal in the course of the 
disease as the time for surgery approaches so 
that the patient may leave the hospital in a 
satisfactory state of remission. 

Definite indications as to when medical treat- 
ment should be abandoned and surgical treat- 
ment instituted are particularly the problem of 
the acute fulminating type which may be either 
the acute exacerbation of a long standing disease 
or the primary acute stage showing a progres- 
sively downward course. It is easy enough to 
make it a rule to institute surgical treatment 
after medical treatment has been proven inef- 
fective but in actual practice the time of de- 
cision may become exceedingly difficult when 
the rule is applied to a given case. While in 
some cases delay and indecision may result from 
poorly defined indications, in many others the 
indications are definite and await only the cour- 
age of the medical attendant to make the de- 
cision. It has been my experience that our con- 
servative attitude has delayed the decision for 
surgery to the point where these suffering indi- 
viduals who survive our procrastination not only 
gladly accept surgery but eagerly seek it for 
relief. 

The indications for surgery have been admira- 
bly summarized by Cattell and Sachs* and I 
can do no better than refer you to their excellent 
article. Cattell says: “During the twenty-year 
period 1927 to 1946, inclusive, 166 patients 
were operated upon. During the first five years 
of this period ileostomy, colostomy and occasion- 
ally partial colectomy were employed and these 
infrequently. . . . Temporizing operations such 
as appendectomy and colostomy were discon- 
tinued and were not further utilized.” I know 
of no one else who has employed colostomy in 
ulcerative proctocolitis. 

Tleostomy either with or without colectomy is 
the generally accepted method of treatment and 
appears to be the logical procedure to employ 
in the majority of cases. While the handicap of 
an ileostomy is minimized by modern manage- 
ment, there is little question of the desirability 
of a colostomy in preference to an ileostomy if 
we have any choice in the matter. However, in 


*Cattell, Richard B.; and Sachs, Ernest, Jr.: J.A.M.A., 137: 
929 (July 10) 1948. 
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the hope that a satisfactory remission is “just 
around the corner” a large per cent of the cases 
are denied surgical treatment until the entire 
colon is hopelessly involved and ileostomy is 
the only possibility. 

There are two advantages of colostomy over 
ileostomy. First, it is a safer operation. The 
hazards of disturbed water and electrolyte bal- 
ance incident to ileostomy performed on a seri- 
ously ill patient are not encountered in colos- 
tomy. Convalescence is usually rapid. Second, 
colostomy is easier for the patient to manage. 
The disadvantage of colostomy is of course the 
possibility of an acute exacerbation of colitis 
in the colon proximal to the colostomy. How- 
ever, the possibility of preserving nature’s bag 
inside the abdomen in preference to the rubber 
bag outside would seem to be worth some risk 
that an ileostomy might be necessary later, as 
occurred in one of our cases. 


Regional colitis is so rare that for all practical 
purposes we may assume that ulcerative colitis 
begins in the rectum as an ulcerative proctitis. 
Since the first symptoms are blood in the stool 
and passage of bloody mucus, these individuals 
seek aid for what they believe to be hemor- 
rhoids. This enables the proctologist to see 
many of these cases in the very early stages. 
We are privileged to see the full range of this 
disease from the type with comparatively mild 
manifestations in which the ulceration is limited 
to the rectal ampulla and may never progress 
beyond this stage, to the type which progresses 
steadily upward with involvement of the entire 
colon, and at times the ileum, with a fatal 
termination if not halted by surgical inter- 
vention. 


Certain individuals appear to develop a per- 
manent immunity after one or two attacks of 
ulcerative proctitis. Others progress steadily 
toward a fatal termination, either with or with- 
out repeated exacerbations in spite of all therapy 
available at the present time except surgery. 


Between these two extremes we have the type 
in which there seems to be a fairly even balance 
between the disease and the host. These indi- 
viduals may carry on normal activity over a 
period of years, with interruptions only occasion- 
ally for short periods of time. With present 
methods of medical management remissions may 
be induced satisfactorily and the disease con- 
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trolled in many cases. On the other hand, 
emotional stress, dietary indiscretions, and inter. 
current infections, may upset the delicate bal- 
ance and an acute exacerbation may occur, 
Since it requires so little to swing the balance 
in either direction in certain cases, the short 
circuiting of only a portion of the colon is suffi. 
cient to maintain the disease in a state of remis- 
sion indefinitely. It appears logical, therefore, 
to give such patients who are slowly but surely 
losing the battle the opportunity of having a 
colostomy which might control the disease rather 
than enduring a longer period of danger and 
disability eventually requiring ileostomy. 

The purpose of this paper is to report ten 
cases of chronic ulcerative proctocolitis in which 
a colostomy was performed. 


The social status of these patients is interest- 
ing. None were inmates of a charitable insti- 
tution. ‘All were highly intelligent individuals 
with responsible positions. 

The indications for surgery are listed in 
Table 1. Seven of the ten cases developed rectal 
fistulae with incontinence in three. Two are 
listed as fulminating proctocolitis because of the 
rapid progress of the disease apparently toward 
a fatal termination. 

Six cases are listed as intractable proctocolitis 
in which the course of the disease was less rapid 


No. Name Occupation Complications 
Requiring Colostomy 
1 A.M. Bank Clerk Multiple fistulae 
Intractable infection pelvic 
2 B.Y. Business Multiple fistula pelvirectal 
Executive Intractable progressive colitis 
Incontinence 
3 A.H. Skilled Fulminating proctocolitis 
Mechanic 
4 Housewife Submucous fistula 
Fulminating proctocolitis 
5 L.H. Traveling Anorectal fistula 
Salesman Intractable proctocolitis 
6 S.G. Insurance Pelvirectal abscess 
Executive Multiple fistula 
Incontinence 
7 P.A.D. Secretary Multiple deep fistula 
Incontinence 
8 C.B.Q. Business Arthritis, anorectal fistula | 
Executive Progressive intractable colitis 
9 J.L.G. Secretary Intractable proctocolitis 
10 M.K Clothing Intractable proctocolitis 
Manufacturer 


Table 1 
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but showed no signs of a remission. One case 
had a severe generalized arthritis which promptly 
cleared up after colostomy. 

The diagnosis was made by sigmoidoscopic 
examination and x-ray study of the colon. Sur- 
gery was resorted to only after medical consulta- 
tion had decided that further medical treatment 
was useless and dangerous. 


All of these patients were seriously ill and 
several were critically ill at the time of opera- 
tion. In every case the postoperative recovery 
was unexpectedly rapid and without the nutri- 
tional disturbance of ileostomy. 

In this series (Table 2) there were 7 males and 
3 females. There were no operative deaths. At 
the time of operation the youngest patient was 
19 years of age and the oldest 53. The first 
colostomy was done 15 years ago and the last 
four months ago. The duration of symptoms 
before colostomy ranged from ten weeks to 
twenty years. 


The duration of symptoms may be an impor- 
tant factor in choosing between colostomy and 
ileostomy. Eight patients who had symptoms 
for periods ranging from 3% to 20 years ob- 
tained uniformly good results with colostomy 
and all have resumed their normal activities. 
They are the cases which had experienced many 
exacerbations and the balance between the dis- 
ease and the host is fairly even with the host 
very slowly losing the battle. In seven of the 
eight cases rectal fistulae were the deciding 
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factor. It is probably significant that Case 4 
pursued a progressively downward course over 
a period of ten weeks without a remission when 
a right transverse colostomy was done. While 
she had no acute exacerbations following colos- 
tomy, her convalescence was slow with a poor 
adjustment to a colostomy routine. 


Four years later she was urging a colleague 
in another city to reestablish continuity of the 
colon, without success. The cause of her death, 
two years later, is unknown. 


Case 8 developed an acute exacerbation and 
a rectal fistula one year after remission of the 
primary attack. When he failed to respond to 
medical treatment a right transverse colostomy 
of the Devine type was performed through the 
bowel which appeared normal. Six months later 
he developed an acute fulminating colitis prox- 
imal to the colostomy resulting in a spontaneous 
anastomosis between the two limbs of the colon. 
An ileostomy was performed immediately and 
he was dismissed from the hospital with a good 
functioning ileostomy. Soon after returning 
home he developed an acute obstruction due to 
involvement of the ileum in the inflammatory 
reaction about the cecum and this required 
another ileostomy above the involved segment. 
In this patient enough time had not elapsed 
to determine his ability to develop immunity 
and overcome acute exacerbations which might 
act as a guide in choosing the best type of 
short circuiting operation. We may be safe in 


Age at Duration of Date of Subsequent Course 

No. Name Sex Symptoms Colostomy 

1 AM. M 34 4 yrs. Sept. ’°33 Symptom-free to May 1948. Post. proctectomy, colloid ca 

2 B.Y. M 44 20 yrs. Nov. ’39 Symptom-free to date 

36 6AM. M 27 Several yrs. Nov. ’39 Symptom-free to Feb. 1948. L. proctocolectomy Apr. 1948. 
Inflammatory stricture of sigmoid 

© CCB. F 48 10 wks. Oct. °40 Symptom-free to 1944. Contact lost. Died 1946. Cause 
unknown 

5 LA. M 19 4 yrs. June °41 Symptom-free to date 

6 §6S.G. M 26 9 yrs. Dec. 42 Symptom-free to July 1946. L. proctocolectomy. Inflam- 
matory stricture of sigmoid 

7 PAD. F 26 5 yrs. July °46 Symptom-free to date 

8 C.B.Q. M 50 1 yr. Jan. ’°48 Recurrence in proximal colon July 1948. Tleostomy Aug. 
1948 

9 J.LG. F 48 3% yrs. June 48 Symptom-free to date 

10 MLK. M 53 9 yrs. July °48 Symptom-free to date 
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assuming that colostomy may not induce a per- 
manent remission in cases which have not shown 
signs of remission with a moderate degree of 
help during several acute exacerbations. How- 
ever, the effort may not be wasted because a 
critically ill patient stands a better chance of 
recovery following colostomy than ileostomy un- 
less the colon is hopelessly involved. With the 
next exacerbation, ileostomy can be performed 
immediately with greater safety. 

Cases 1, 3 and 6 also required further surgery. 
After remaining symptom-free for 15 years, 
Case 1 developed rectal pain which was slightly 
relieved by the passage of mucus. X-ray study 
was not possible due to a low rectal obstruction. 
A posterior proctectomy disclosed a large col- 
loid carcinoma. 

Case 3 remained symptom-free for over seven 
years, never missing a day’s work due to illness 
during that time, until pain developed in the left 
side of the abdomen and a discharge of what 
he thought was pus occurred from the distal 
colostomy opening. X-ray study showed an ob- 
struction at the rectosigmoid. Left proctocolec- 
tomy revealed an abscess in the lumen of the 
bowel due to fibrous stricture. 

Case 6 remained symptom-free for 314 years 
when he developed severe pain in the left lower 
quadrant of the abdomen and passed several 
small blood clots from the rectum. Left procto- 
colectomy revealed a smooth contracted bowel 
with a stricture at the rectosigmoid. 


The satisfactory results obtained in eight of 
the ten cases in this series is evidence that colos- 
tomy has a place in the surgical management 
of ulcerative colitis, even though it may be small. 
The percentage of cases suitable for colostomy 
might also be increased as progress is made in 
control of the disease through greater knowledge 
of the nutritional problems involved: by the 
use of antibiotics and chemotherapy; and by 
minimizing what I believe to be an important 
contributary factor but not an etiologic factor, 
emotional stress. 

The type of colostomy is important. It is 
essential that there be no “spill over” of the 
bowel contents into the distal colon. A short 
right rectus incision is made and the severed 
bowel is brought out through two stab wounds 
or through the original incision and a stab 
wound. These openings should be 2% to 3 


inches apart to prevent fecal material from 
entering the distal colon and to facilitate the 
wearing of a receptacle when necessary. 


X-ray evidence of ulceration or contraction 
of the colon would definitely be a contraindica- 
tion to colostomy. If exploration discloses a 
colon markedly inflamed with rigidity or edema, 
obviously colostomy is not considered. 

The presence of either mild hyperemia of the 
serosa or palpable lymph nodes in the mesentery 
has not been a contraindication. 


SUMMARY 


A transverse colostomy has been performed 
in ten cases of chronic non-specific ulcerative 
proctocolitis with results reported to date. Se. 
lected patients who have survived several acute 
exacerbations over a period of years may be 
given the advantage of colostomy. 


A mild inflammatory reaction in the trans- 
verse colon is not a contraindication to colos- 
tomy. Evidence of ulceration, rigidity or edema 
is a definite contraindication. 


An earlier decision for surgery in cases which 
are obviously progressing to that point would 
permit colostomies resulting in happier and more 
useful individuals, fewer ileostomies for totally 
destroyed colons and fewer operative deaths. 


DISCUSSION (Abstract) 


Dr. Curtice Rosser, Dallas, Tex.—F¥From the first 
description of chronic ulcerative colitis by Wilks and 
Maxon in 1875, there has been little or no agreement 
concerning its pathogenesis. When the cause of a disease 
is not understood, it often follows that treatment is 
neither rational nor effective. It is not surprising that 
since equally honest and intelligent observers currently 
and variously ascribe this disease entity to vitamin 
deficiency, to psychosomatic imbalance, to infection by 
numerous bacilli or cocci and to allergy, there follows 
logically and understandably an absence of agreement 
concerning its alleviation and cure. 

Early attempts by the surgeon to assist in its treat- 
ment were associated with prohibitive mortality, princi- 
pally because surgical intervention was seldom elective 
in timing, often being a desperate and _ last-minute 
remedy for intestinal perforation, massive hemorrhage 
or acute fulminating processes. Henry Cave reports 
that his mortality for emergency procedures was 53 
per cent while the elective operations he now performs 
carry a mortality of 10 per cent and less. Richard 
Cattell also has warned against surgical intervention in 
the presence of acute perforation or hemorrhage. Cat- 
tell’s indications for ileostomy and for complete or 
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partial colectomy include all those patients evidencing 
unsatisfactory results from medical measures (estimated 
by Keifer of the Lahey Clinic to occur in 45 per cent 
of all the cases under observation) principally those 
with polyposis, malignant degeneration, stenosis of the 
colon and subacute perforation with abscess and fistula. 


In view of the now recognized peril associated with 
operations upon the gut in the presence of acute fulmi- 
nating colitis, we should all watch with interest further 
developments in connection with vagotomy. Walter 
Fansler has recently written me that while it may 
require several years to determine whether the results 
of vagotomy for chronic ulcerative colitis will be per- 
manent, from his own work and that of Dennis, he is 
already convinced of one thing, namely, that in the 
acute fulminating case, transthoracic vagotomy is prov- 
ing a life saving measure. 

Frederick Campbell has presented today a convincing 
and logical argument for a somewhat novel procedure, 
applicable, as he says, to a selected group of patients 
with the disease. The theoretical objections which might 
be urged are best countered by his report of successful 
results in nine of his ten cases, all operated upon when 
ill, some too ill to be satisfactory risks for the hazards 
of ileostomy. The surgical management of specific colitis 
is still moot. As example of changing views, Mr. R. S. 
Corbett in his Presidential Address before the British 
Subsection of Proctology reported that as late as 1940 
appendicostomy, first devised by Weir in 1902, was still 
the most popular procedure there and lost favor only 
when the inefficacy of irrigations was established. The 
conclusions of independent observers such as Dr. Camp- 
bell are of definite importance, therefore, in evaluating 
procedures to be used in the various stages of the 

It is true that surgical opinion largely favors more 
radical steps. As illustration, I quote from a letter 
received this month from Leland McKittrick whose 
long experience in this surgical field at the Massa- 
chusetts General Hospital is known: 


“I feel that the place for the use of the transverse 
colostomy in the management of this disease will un- 
questionably be an occasional case that a man of great 
experience will be able to select. It is our experience 
that in the by and large, a typical chronic ulcerative 
colitis eventually involves the greater part of the large 
bowel. It is also our experience that in almost every 
instance, the disease extends proximal to what is shown 
by x-ray. Certainly, I personally would have a great 
deal of difficulty deciding grossly what was completely 
normal and what might be slightly involved bowel. 
Therefore, in our thinking, if we feel that operation 
for ulcerative colitis is indicated, it will be an ileostomy 
except in the very rare case. I might further suggest 
that it is possible a properly functioning ileostomy may 
be just as readily cared for as a transverse colostomy. 
There may well be less odor and now, with the Rutzen 
type bag, I am not sure that the advantages of the 
colostomy over the ileostomy are enough to justify the 
tremendous risk the average surgeon will run unless 
he puts the entire colon at rest.” 
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The present opinion of Henry Cave on the other 
hand supports the contention that the ulcerative process 
may remain limited to the left side as an extract from 
a recent communication demonstrates: 


“T have your letter before me of October 2 in regard 
to our experience with transverse colostomy followed 
by resection of the descending colon in ulcerative colitis. 
There have been twelve instances to date with one death, 
a mortality of 8 per cent. (This one death occurred in 
the early days of our work when we turned in the 
distal divided end of the sigmoid and dropped it back. 
In one instance it blew out and the patient died of peri- 
tonitis on her sixth postoperative day. The others have 
all done well and the colostomies have worked admira- 
bly.) In nine of the patients not only was the left half 
of the transverse colon removed, but the descending 
colon, sigmoid and rectum as well. In the other three 
the rectum was allowed to remain in, and no serious 
mishaps have occurred. I might say that the rectums 
that are left in are watched very carefully for we have 
had four sad experiences in which cancer developed in 
the rectal pouches left behind. 

“This is a worth-while procedure in instances where 
the left half of the transverse colon, splenic flexure, 
descending colon, sigmoid colon, and rectum are in- 
volved. In no instances have we had to go back and 
take out more of the right part of the transverse 
colon.” 


MEDDLESOME MIDWIFERY* 


By E. Lee Dorsett, M.D., F.A.C.S. 
St. Louis, Missouri 


I have taken for the subject of this address 
an expression used in that masterful book on 
obstetrics, “Operative Midwifery,” by Professor 
Monroe Kerr of Edinburgh, Scotland: “meddle- 
some midwifery.” I sincerely hope that what I 
have to say will be taken not as a critical 
castigation of those who are practicing obstetrics 
but as an analysis of those mistakes made by 
all of us in the past, with the sincere hope that 
the men who follow us may not make the same 
mistakes that we have made. After more than 
thirty years in the specialty of obstetrics, I feel 
that I am justified in criticizing obstetric meth- 
ods that have been used and, I regret to say, 
are still being used. I have not the intention 
of taking a “holier than thou” attitude. I have 
made many mistakes and have been guilty of 


*Chairman’s 


Address, Section on Obstetrics, Southern Medical 
— Forty-First Annual Meeting, Miami, Florida, October 
25-28, 1948. 
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nearly all of the mistakes of judgment that 
are mentioned in this paper. But I have learned 
by these mistakes and have tried not to make 
them the second time. None of us is a prophet 
or infallible. ; 

The greatest asset that those in the field of 
obstetrics can have is good judgment. Judgment 
can be good only when it is backed up by experi- 
ence; but experience may be bad if it is not 
supported by the best of supervised training. 
One cannot gain experience and training alone. 
In early medical practice one must be trained 
by able physicians. Medicine is now being 
taught in universities by professors who know 
nothing of its actual practice. How can a man 
teach forestry who has never been in the forest? 
A doctor of medicine is not always a practitioner 
of medicine. 


The subject to be presented here will be 
treated under four main headings: (1) prenatal 
care, (2) labor, (3) postpartum care, and (4) 
the puerperium. 


Prenatal.—I fear that we have gone somewhat 
to the extreme when it comes to the care of 
pregnant women and have followed the dictates 
of the pharmaceutical detail man who visits our 
office and loads us down with his samples. The 
prescribing of vitamins, iron and calcium is 
questionable but the patient’s dentist has advised 
her that her teeth will decay if she does not 
take calcium, and the Ladies Home Journal says 
that she must have vitamins A to Z and iron, 
so we give these drugs without question. We 
give thyroid three times a day, orange juice 
every two hours, and mineral oil at night so 
that the patient accumulates a miniature phar- 
macy all her own. Far be it from me to discard 
useful medication, but I am sure you will agree 
that these preparations are often given need- 
lessly. 

It has rightly been said that the pregnant 
woman stands on the threshhold of a pathologic 
condition and it is our duty to be prepared at 
all times to discover any abnormal change, to 
apply the proper treatment and prescribe the 
proper drugs; but let us not administer a drug 
just because it is the vogue or the patient tells 
us she thinks she must have it. 


Therapeutic Abortion. — Some years ago a 
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member of our profession wrote a book 
this subject and the result has been that his 
teachings have been followed without regard for 
the moral and ethical teaching of the phyg. 
cian’s sacred duties to God and man. What cap 
be expected when this book was written by an 
atheist? A therapeutic abortion is one that jg 
done only when the life of the patient is at stake: 
this point has been overlooked by many men 
who call themselves ethical practitioners of medj- 
cine. These men perform operations upon the 
slightest and flimsiest excuses. The followj 
have been some of the so-called indications: an 
Rh negative factor in the mother, the pregnant 
woman’s having had German measles during 
her pregnancy, deafness in the mother, mild 
types of psychoses, a “trace of albumen,” tuber. 
culosis, well compensated heart lesions, syphilis 
and many other very slight disorders. How often 
is a patient aborted for hyperemesis gravidarum? 
Not so long ago one of our patients consulted 
an obstetrician connected with one of the lead- 
ing medical schools and, because this woman 
was 37 years old and had a small myoma, he 
did an abortion. He was careful enough to use 
the operating room at 7:00 o’clock in the mom- 
ing so that none of his associates would leam 
of this procedure, yet the head of his depart- 
ment knew of the operation and it was not 
reported. 


Postmaturity. — How often does a pregnant 
woman actually “go over her expected time?” | 
am sure that most will agree that this rarely 
happens and, yet, how often are we consulted 
by a fellow practitioner who insists that his 
patient must have labor induced because the 
patient is overdue? Sometimes a patient will 
force a physician to induce labor. There is one 
thing that a young doctor of medicine must leam 
and that is never to allow sentiment to get the 
better of his judgment. The induction of labor 
for the above mentioned reason is rarely justi- 
fied and we are all familiar with cases in which 
it has been followed by dire consequences. Of 
late, the induction of labor before the fortieth 
week has been advised for an Rh negative factor 
and many unjustified cesarean sections have 
been performed for this indication. 


Induction of Labor at Term.—While the use 
of drugs to bring on labor near or at term is 
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seemingly without danger, every now and then 
one hears and sees disastrous consequences. The 
use of pituitary extracts in the induction of labor 
has caused deaths. I know personally of the 
death of two patients from 3 minims of this 
drug, and of three patients who went into pro- 
found shock following an injection of the same 
amount of it. 

The use of the bag has almost been forgotten, 
yet it has again been brought to the attention 
of the profession in a recent publication. I can 
plead guilty to the use of the hydrostatic bag, 
but I discarded it because its use was followed 
by prolonged and painful labors and two babies 
were lost due to prolapse of the cord. When 
labor is to be induced for a sufficient and justi- 
fiable reason, the simple method of rupturing 
the membranes serves the purpose. 

Cesarean Section.—At the present time en- 
tirely too many cesarean sections are performed 
and for the flimsiest excuses. It is appalling to 
see the statistics pertaining to this operation in 
some of our so-called regulated hospitals, one 
of which gives a rate of 30 per cent. At a meet- 
ing some time ago a physician blandly informed 
me that he performed a cesarean section on 
every breech presentation. While this opera- 
tion is a comparatively easy one to perform, it 
is not so much the technic of the operation that 
is important, as the decision of when it should 
be done. There is no question that at times 
we regret performing a section; but it is feared 
that the percentage is on the other side. It is 
not the experience of the men who do these 
operations but their training and judgment that 
counts. 


Experience to some surgeons and obstetricians 
means little if they have not received the proper 
training and have not served under men who 
have right and just principles of medicine at 
heart. While it is rather brutal to make this 
statement, I fear that the fee obtained in per- 
forming a cesarean section at times justifies the 
operation in the hands of unscrupulous men. 
Some of the indications for this operation are 
most enlightening: the Rh negative factor, 
breech presentation, occiput presentation, twins, 
a so-called disproportion when uncorrected meas- 
urements have been made and the mother has 
never been given a test of labor, myomata of 
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the uterus, ovarian cyst, mild toxemias, hyper- 
tensions, mild cases of pulmonary tuberculosis, 
mild cardiac lesions, mild uterine bleeding, a his- 
tory of deafness in the mother, a history of the 
mother’s having had German measles during her 
pregnancy and, lastly, the operation may be 
performed at the request of the patient or her 
family. How many, many times do we see pa- 
tients who are sectioned although little or no 
attempt has been made to treat them from 
either a medical or an obstetrical standpoint. 
Some of our hospitals make no attempt to regu- 
late the performance of these operations by men 
working in their institutions. 


Labor, Sedation and Anesthetics—It is not 
within the province of this paper to enter into 
a discussion of what are and what are not the 
proper anesthetics and drugs to be used in the 
relief of pain for the woman in labor, but I am’ 
sure that we will all agree that the ideal has’ 
not yet been reached. It is rather amusing to 
look back and to read the volumes of papers 
that have been written upon this subject, to see’ 
how many of the older and even the newer 
methods are now limited or discarded by the 
best clinics. I have lived through almost the 
entire phase of anesthesia to date, beginning 
with chloroform and ether, through the different 
gases, scopolamine, hyocine, “nembutal,” “sec- 
onal,” “demerol” and numerous other drugs; 
spinal, caudal and saddle block. Which one of 
these is the best? You may answer the question. 

It is felt that the most flagrantly meddlesome 
midwifery is perpetrated when the delivery of 
the woman is contemplated. Those of us who 
graduated some thirty to forty years ago knew 
little of the why and when of the use of the 
obstetric forcep. We have delivered many babies 
or seen them delivered by “bull strength and 
awkwardness.” I am sure many of us have 
seen a delivery in a home when the physician 
who was pulling on the forceps was obliged to 
sit on the floor and place his feet against the 
side of the bed. In one case, I saw another 
physician sit behind the first physician and assist 
in delivering the baby with the forceps. We 
are grateful that this day has passed, although 
even to this day we hear of a high forceps appli- 
cation and delivery. The application of forceps 
is an art and today there are still men who 
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have not learned how or when to apply them 
or just what are the proper maneuvers. 

I feel personally that there is no place in 
obstetrics for the manual dilatation of the 
cervix, the use of the Bossi dilator or the Duhns- 
sen incision. I have never used any of these 
methods in delivering a patient. I went through 
the agony at one time of watching a distin- 
guished obstetrician perform a vaginal cesarean 
section and I hope that I may never see another 
one. 

In a visit to the Hawaiian Islands this sum- 
mer, I visited one of the hospitals, where some 
25 per cent of the patients who were delivered 
had their tubes resected on the third and fifth 
postpartum day. Being a guest I did not air 
my opinion but I am sure most of you know 
what was going through my mind. It may be 
possible that I am a bit old fashioned but I still 
have ideals as to the practice of medicine from 
a moral and an ethical standpoint. 

Version.—To this procedure I plead guilty in 
the first degree but, having served my term, I 
am glad to say that I have reformed. There is 
no question that our friend from Buffalo can 
perform an internal podalic version with the 
greatest of ease and at one time 1,200 were 
done in one year; there is no question that we 
have learned to perform a version much better 
than formerly and we have learned a much 
better technic for the extraction of the arms 
and the after-coming head in a breech extrac- 
tion but the statement that the indication for 
this operation is “the elimination of the second 
stage of labor,” is a dangerous one and has been 
_ the cause of the loss of many babies. We still 
see a version performed through an improperly 
effaced cervix with the resulting tear into the 
lower uterine segment or, if this does not take 
place, the contraction of the cervix around the 
after-coming head and loss of the baby. 

Third Stage of Labor.—This is one of the 
most mistreated stages in the handling of ob- 
stetric cases. It is one that causes me more 
anxiety than any other stage. I fear hemor- 
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rhage and I think justifiably. The Crede methog 
is a much abused procedure. We have seen jt 
used so violently that there were contused areas 
upon the skin of the abdomen and when this 
has occurred even to a mild degree just what 
happens to the parietal peritoneum and to the 
uterus? A case was seen in which a loop of bowel 
had been caught between the hand and the 
fundus of the uterus and the patient died of a 
general peritonitis due to a ruptured intestine. 
Each of us has his own idea as to the use of 
pituitary extracts and ergot preceding or fol- 
lowing the separation of the placenta; but they 
should never be given merely to hasten the third 
stage of labor. 

Puerperium: Early Ambulation—Early ambv- 
lation has come into vogue since the last war 
and it is as yet too early to obtain any reliable 
statistics upon it. But was not this early dis. 
charge of our cases originated by the crowded 
hospital in order that it might make room for 
other obstetrical patients? This is as yet a con- 
troversial point and there is room for study of 
the results. Some of us feel that a woman with 
a large subinvoluted uterus should not have 
early ambulation and in one institution the re- 
port has shown that the incidence of post- 
partum bleeding is increased by the early dis- 
charge of the patient from the hospital. Per- 
sonally, I know of two deaths in my city from 
the use of the knee-chest posture postpartum. 


Breasts——What is the matter with the mod- 
ern mother? Why does she refuse to nurse her 
baby and why, even if she does want to nurse 
her infant, has she no milk? It is felt that we 
are influenced too much by these patients and 
resort to binders, ice bags and stilbestrol to “dry 
up” the breasts of the nursing mother. Is it not 
possible that the use of stilbestrol may produce 
changes in the ovaries that as yet we do not 
understand? 

In closing, I wish to apologize for this rather 
critical discourse and I hope I have not been 
too severe in my criticism of my fellow physician 
but let the chips fall where they may. In pre- 
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senting these various phases of meddlesome 
midwifery I am free to admit that I have been 
just as guilty and I have much to learn. I hope 
that I will not a second time make the mistakes 
that have been made. 


634 North Grand Avenue 


DISCUSSION (Abstract) 


Dr. Waverly Payne, Newport News, Va.—I have prac- 
ticed obstetrics sufficiently long to have lived through 
many of the problems which Dr. Dorsett brought out. 

Some of us have learned by our mistakes, though I 
am convinced that there are many people who seem 
not to profit by mistakes. 

I can think of several of my fellow townsmen who, 
from month to month, call me on the telephone or ask 
me to see a patient who is overdue one week, two 
weeks or three weeks, and the family is “‘on his neck.” 
The patient is always very much better off with the 
family on the doctor’s neck than if the doctor med- 
dies with this woman’s uterus with various methods 
of induction of labor. I do not mean that the induc- 
tion of labor does not have its place, but certainly it is 
not to be used routinely for that reason. 


I have lived through all of the phases of analgesia 
from the days of twilight sleep, introduced by Dr. 
Rudolph Holmes. I am convinced that the man who 
uses deep analgesia takes a tremendous responsibility 
upon himself. 
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When I did an active obstetrical practice, I used a 
great deal of analgesia. It has a very definite place, 
but requires good judgment and much experience. 


There are many other points in this paper which I 
could readily discuss, such as the abuse of certain 
operative procedures, but time does not permit me to 
do so. 


I have never used high forceps, even once. Should I 
live as many more years as I already have, I do not 
plan to use them. In the modern practice of obstetrics 
the operation in my opinion should never be indicated. 


I would like to leave with you this thought, that 
the things Dr. Dorsett has presented are certainly very 
practical. They have come from a man of many years’ 
experience, who has had to learn many things the hard 
way. He has had the good fortune, however, to have 
lived through the changing times in the methods of 
the practice of obstetrics, and both he and his associates 
have profited thereby. 


Dr. H. H. Ware, Richmond, Va.—As the years go by, 
our attitudes change toward many of the problems of 
obstetrics. Things that I thought many years ago were 
very radical, I now think are fairly conservative. On 
the other hand, some things that I thought were 
conservative then, I feel the opposite about now. 

There are many different ways of treating some of 
these obstetrical problems, and we must not criticize 
those who treat them in a way that is opposite from 
the way we do, but we should weigh each procedure. | 
As time goes by, I think we can improve obstetrics 
in the Southern states. 
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STREPTOMYCIN IN WHOOPING COUGH 


The natural immunity of young infants to 
diseases of childhood has spared many infant 
lives. Whooping cough, however, has taken a 
considerable toll through the years. This is 
known as one of the most dangerous of the 
childhood infectious diseases since it carries a 
high mortality rate. 


Gordon and Almaden! of the University of 
Arkansas School of Medicine note that 40 per 
cent of the fatalities of children from whooping 
cough occur among infants under three months 
of age, and 68 per cent under six months. 


It is only in the past decade that antisepsis 
has shown promise in this group of diseases. It 
was noted by Alexander! in 1946 that B. per- 
tussis is susceptible to streptomycin in vitro, 
and thus that this product offered possibilities 
for clinical usage. Since that time small series 
of cases have been treated and favorable results 
reported. The University of Arkansas workers 
have added a group of 27 cases of young 


1. Gordon, H.; and Almaden, P. J.: Seco Therapy 
for Pertussis. ¥ Pediatrics, 34: 279 (March) 1949 
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severely ill infants treated with streptomycin, 
which they compare with a like number of yp. 
treated similar cases. 

They observed no reduction of the hospital 
time, but a considerable lowering of the case 
fatality rate. Twenty-five milligrams per pound 
of body weight per child were administered 
daily, given in divided doses at three-hour 
intervals for an average of about seven days, 
Some improvement they believe usually occurred 
in 24 to 48 hours. The method they believe 
should be used for hospital patients only, be. 
cause of the requirement of numerous injec- 
tions. No toxic effects were noted. 

Other new biotic agents for whooping cough 
are being investigated and show promise. 


CHRONIC ALCOHOLISM AND ITS 
THERAPY 


Alcoholism may be classed as a mental dis- 
ease; which with other mental disturbances, 
crime, juvenile delinquency, and so on, is now 
on the increase. The treatment of acute alco- 
holism, delirium tremens, has been considerably 
advanced by the use of concentrated oral and 
parenteral feeding to restore the normal nutri- 
tional level and overcome vitamin deficiencies. 
It is difficult to secure accurate statistics of the 
incidence of chronic alcoholism, or of the effects 
of the various methods of therapy. The therapy, 
however, has not changed greatly in recent 
years. 

For a period it was believed that education 
was the cure, rather, the preventive, for addic- 
tion: that as school children learned what alco- 
hol does to the digestive tract, intemperance 
would cease. But education, or the qualities 
which permit the individual to take an education, 
have seemed often to carry with them an increase 
in emotional instability, and perhaps a parallel 
increase in predisposition to alcoholism. 

Chronic alcoholism probably has a higher inci- 
dence than cancer in persons of middle life, and 
is a contributing cause of many deaths in middle 
life. 

All methods of treatment show numerous 
failures. Psychotherapy has been beneficial. 
Alcoholics) Anonymous helps many. Patients 


‘ 
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imprisoned for drunkenness have been paroled 
and treated with various nonalcoholic stimu- 
lants and psychotherapy. From some of these, 
at least reliable statistics may be obtained. 
Good results were reported by Miller! to the 
extent that the majority of a group of paroled 
prisoners were not rearrested. 

Over the past ten years, Seattle workers? * 
have observed a large group of alcoholic patients 
treated with good results by what they call the 
conditioned reflex method. This depends upon, 
first, a period of voluntary cooperation of the 
patient during which emetine is administered 
before about an hour of heavy drinking. Follow- 
ing several such periods, alcohol becomes abhor- 
rent to the subject. It has been compared with 
the Keeley cure of earlier days. This, though 
a secret method, is said to have used gold 
chloride for the same purpose. It is reported 
that 85 per cent of the emetine treated patients 
remained abstinent for a period of six months 
after treatment; a fourth were abstinent ten 
years later; and that the method thus more 
than justifies itself socially and economically. 
This is one of the largest groups in the literature 
which has been long and carefully followed. The 
authors comment upon the scarcity of accurate 
figures, and of the low abstinence rates noted 
in the rare reliable reports which appear. There 
are no reliable statistics, they say, from Alco- 
holics Anonymous. 


In a recent report from the Seattle group, 
statistics of more than two thousand well- 
recorded cases are analyzed. Following treat- 
ment a greater percentage of professional men, 
doctors, dentists, lawyers, relapsed than did 
farmers. Engineers and architects were some- 
what better in the length of their period of 
abstinence. Unskilled and skilled workers both 
were slightly lower in relapse rate than were 
the group of doctors, dentists, and lawyers, 
presumably the most highly educated of the 


1. Miller, Michael: Ambulatory Treatment of Chronic Alco- 
holism. J.A.M.A., 120:271 (Sept. 26) 1942. 


2. Lemere, Frederick: Voetglin, Walter L.; Broz, Wm. R.; 
O’Hollaren, Paul; and Tupper, Warren: The Conditioned Reflex 
Treatment of Alcoholism. VIII. With a Review of Six Years 
Experience with This Treatment of 1,526 Patients. J.A.M.A., 
120:269 (Sept. 26) 1942. 


3. Voegtlin, Walter L.; and Broz, William R.: The Conditioned 
Reflex Treatment of Chronic Alcoholism. X. An Analysis of 
3,125 Admissions Over a Period of Ten and a Half Years. Ann. 
Internal. Med., 30:580 (March) 1949, 
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patients. The differences are not sufficient to 
provide clear conclusions, except that a pro- 
longed period of education did not increase the 
immunity to alcoholism, but may have had an 
opposite effect. This, if true, could have to do 
with the prolonged period of economic depend- 
ence. 

Among the wealthy, the abstinence rate was 
higher than among the indigent. The abstinence 
rate for women was not notably better or worse 
than that for men. 

Relapses were less frequent in village dwellers 
than in those who lived in cities, where the 
emotional strain is believed to be greater. The 
Seattle group urge that physicians use all pos- 
sible therapeutic methods, rather than confine 
themselves to one technic for treating this 
malady. 

All methods with any degree of success re- 
quire total abstinence of the alcoholic for life, 
and agree that he cannot return to moderate or 
social drinking. 


ESTROGEN AND TWO VITAMINS 


One of the early effects of several vitamin 
deficiencies in laboratory animals is interfer- 
ence with the estrus cycle. Sometimes a con- 
tinuous state of estrus is induced; sometimes a 
continuous diestrum, or inactive phase. In the 
absence of vitamin A, implantation of the fer- 
tilized ovum does not occur. In the absence of 
vitamin E, a developing fetus is resorbed. 
These are the fat-soluble vitamins. Increased 
quantities of the B complex are needed in 
gestation, and the effects of some of the B 
components in the reproductive tract are being 
learned. 

Estrogen, which normally stimulates the 
growth of the reproductive tract of immature 
female chicks, recently has been shown to have 
this effect only in the presence of adequate 
quantities of folic acid. Monkeys show a sim- 
ilar reaction to folic acid deficiency, with an 
impaired estrogen response like that of the 
chicks. 

Folic acid is one of the vitamins associated 
with the B group, highly effective in stimulat- 
ing blood formation of patients with pernicious 
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anemia. It is essential to the growth of certain 
bacteria, notably Lactobacillus casei. It is called 
a trace element in human and animal nutri- 
tion, and is possibly forerunner of a group of 
accessory food factors to be isolated, which have 
physiologic activity in more minute quantity 
than has hitherto been known to biochemists. 


Like many other vitamins, folic acid has an- 
tagonists, substances like it in chemical struc- 
ture which interfere with its function, or inacti- 
vate it in the body. Folic acid deficiency may 
be induced not only by administration of a 
ration low in the vitamin but also by adminis- 
tration of enough of the antagonist to inactivate 
the vitamin when it is present in the ration in 
normally adequate amounts. The reaction be- 
tween vitamin and antagonist is roughly quanti- 
tative and may be overcome if the quantity of 
vitamin sufficiently exceeds the quantity of 
antagonist. One may surmise that antivitamins 
occur in some foods, or possibly result from 
certain methods of preparation. Folic acid and 
the antagonist may be given together in such 
quantity that the chick reproductive tract does 
not respond to estrogen stimulation. The quan- 
tity of folic acid may then be increased so 
that the normal response is obtained. There is 
thus a utilization of folic acid in the chain of 
reaction by which estrogens, either natural or 
synthetic, stimulate development of the second- 
ary sex characteristics.! 


A recently observed effect of estrogen in 
fowls is upon the blood level of another B 
vitamin, riboflavin. After estrogen treatment, 
the plasma riboflavin is increased, and this rise 
occurs even in the presence of a riboflavin defi- 
ciency.? The blood level of nicotinic acid is not 
affected by estrogen. 


It is of interest to note the apparent intimate 
specific function of folic acid, a so-called trace 
factor, and riboflavin, another member of the 
B group, in the changes of tissue structure which 
follow estrogen stimulation. 


1. Hertz, Roy; and Tullner, W. : Quantitative Interference 
with Estrogen- Induced Tissue Gowwth Ae Folic Acid Antagonists. 
Endocrinology, 44:278 (March) 1949 


2. Hertz, Roy; Dhyse, F. G.; or Tullner, W. W.: The 
Elevation of Plasma Riboflavin in Estrogen-Treated Female 


Chicks. Endocrinology, 44:283 (March) 1949. 
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TWENTY-FIVE YEARS AGO 
FrRoM JOURNALS OF 1924 


Parasitism of Fat.\—Fat is a parasite and a fat person 
is as truly a host to a parasite as is an oak tree fy} 
of mistletoe. * * * The lean man has an advantage over 
his fat brother of twenty years’ life expectancy, * + + 
If we recall for a moment the histology of fat, we 
remember that there is a good blood supply to this 
tissue. Each minute lobule, perhaps about 1/32 inch 
cube, is supplied with an arteriole, which breaks up 
within the lobule into a fine capillary mesh work pe 
ered into usually two veins. In one cubic inch of fat 
there are about 30,000 lobules, each with an arteriole, 
a capillary mesh and two veins * * * in each pound 
of fat there are about 4,500 feet of blood vessels, or 
5/6 of a mile * * * in 30 pounds of fat, the ordinary 
amount of excess fat in 4/5 of Caucasian adults, 
there are 25 miles of blood vessels, through which the 
heart has to pump blood every 5/6 of a second or less, 


Acid Milk for Infants2—As is well known, laymen 
have a strong prejudice against giving milk and orange 
juice at the same meal. Physicians have encouraged 
this point of view. * * * Lemon juice or orange juice 
can be added directly to cow’s milk without curdling 
* * * cow’s milk is thus rendered more digestible. 
* * * Lactic acid or hydrochloric acid have been added 
to cow’s milk with the same object in view. 


German Health Insurance and the Physician3—Recent 
negotiations between physicians and health insurance 
societies have led to the conclusion of an armistice. 
* * * During the armistice or at least by June 1, a new 
contract will be drawn up. 


1. Beall, K. H.: Parasitism of Fat. Sou. Med. Jour., 
(May) 1924. 

2. Hess, Alfred F.; and Matzner, M. J.: Value of Milk 
Acidified with Lemon Juice. J.A.M.A., 82:1605, 1924. 

3. Berlin Correspondent: Armistice Between Health Insurance 
Societies and Physicians. J.A.M.A., 82:1459 (May) 1924. 
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Book Reviews 


Medical Writing. The Technic and the Art. By Mortis 
Fishbein, M.D., Editor, the Journal of the American 
Medical Association. With the assistance of Jewel F. 
Whelan, Assistant to the Editor. Second Edition. 
292 pages. Philadelphia: The Blakiston Company, 
1948. Price $4.00. 

“Medical Writing” by Dr. Fishbein has become a 
classic in its field. This practical manual of the technic 
and the art of medical writing is an indispensable aid 
to the physician. 

The material is presented according to the editorial 
policy and regulations of the American Medical Asso- 
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ciation publications and thus serves as a style manual 
for these periodicals. Its scope and its full instruction 
in the basic fundamentals of writing, however, make 
it useful for physicians who prepare articles for any 
medical periodical. 

All parts of the medical paper are discussed and ex- 

ined. The chapters on the preparation of the manu- 
script, bibliographic material, illustrations and tables 
and charts are particularly helpful. 

The physical format of the book, its type and illus- 
trations make it an outstanding example of the art of 
printing. 

Its value together with its low price make it a volume 
that should be in every physician’s personal library. 


Hernia. Anatomy, Etiology, Symptoms, Diagnosis, Dif- 
ferential Diagnosis, Prognosis, and Treatment. By 
Leigh F. Watson, M.D., F.I.C.S., Los Angeles. Third 
Edition, enlarged and thoroughly revised. 732 pages, 
323 illustrations. St. Louis: The C. V. Mosby Com- 
pany, 1948. Price $13.50. 

An unusual work on hernia in all of its forms is pre- 
sented in this well written and illustrated volume. 

New chapters covering complications of hernia, in- 
ternal supravesical hernia, hernia into the broad liga- 
ment, epigastric hernia, industrial hernia, and recurrent 
inguinal hernia are invaluable. 


Detailed description of the Cooper’s ligament opera- 
tion for inguinal hernia, Babcock’s operation, and Har- 
rington’s technic for diaphragmatic hernial repair are 
noteworthy additions. 

Here is a book that fills the general surgeon’s need 
both for practice and reference. The bibliography is 
excellent. 


The Hospital Care of Neurosurgical Patients. By Wal- 
lace B. Hamby, M.D., F.A.C.S., Professor of Neurology 
and Neurological Surgery, University of Buffalo 
School of Medicine, Buffalo, New York. Second Edi- 
tion. 146 pages. Springfield, Il].: Charles C. Thomas, 
Publisher, 1948. 

Dr. Hamby has done a remarkable job of integrating 
a large store of anatomical, physiologic and surgical 
knowledge. The result is this small, compact book which 
gives the basic reasons for certain technics in pre- and 
postoperative care of the neurosurgical patient as well as 
explicit directions for performing them. 

There has long been a need for such instruction in 
the nursing field as well as in the training of interns 
and residents destined to carry on the work of neuro- 
surgery. At the present time, there are too few books 
pertaining to this field. Dr. Hamby’s was the first 
and is one of the best of such works. It will be useful 
for nurses as well as physicians, 


That it is a guide to be referred to by the neuro- 
surgical intern or resident, goes without saying since he 


will use the book daily. This is a valuable and irre- 
Placeable monograph. 
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AMERICAN ASSOCIATION OF RAILWAY SURGEONS 


_ American Association of Railway Surgeons will hold its sixty- 
first annual meeting in Chicago, Illinois, Drake Hotel, June 30- 
July 2. Scientific program each day 10:00-12:30 in forenoons and 
2:00-4:30 first two afternoons. Annual dinner at Drake Hotel, 
Friday evening, July 1. Room reservations may be made at ‘Drake 
Hotel or the nearby Knickerbocker Hotel. There will be technical 
exhibits. Dr. Chester C. Guy, 5800 Stony Island Avenue, Chicago 
37, Illinois, is Secretary. 


ALABAMA 


Alabama Academy of General Practice has elected Dr. George 
S. Peters, Montgomery, President; Dr. J. Paul Jones, Camden, 
Vice-President and President-Elect; and Dr. E. J. Kocour, 
Montgomery, Treasurer. Board of Directors are Dr. Chester P 
St. Amant, Jr., Atmore; Dr. Arthur F. Wilkerson, Marion; and’ 
Dr. N. Bogard, Montgomery. 

A grant of $8,483.00 has been made to the Medical College- 
of Alabama, Birmingham, by the Federal Security Administration, . 
which according to the Dean, Dr. Roy R. Kracke, will be used’ 
for continued studies by the Department of Anatomy. This 
department has been doing research in the normal and abnormal’ 
development of the human vertebral (spinal) canal. 

A plaque of Dr. George A. Denison, City-County Health Offi- 
cer, Birmingham, has been placed in the main lobby of the new 
Public Health Building, which reads: ‘George Ames Denison, 
health officer, physician, counselor. Under whose leadership this - 
building was erected. Presented by employes, 1949.” 

Dr. Roy R. Kracke, Birmingham, is a member of the Speciab 
Medical Advisory Group to the Administrator of Veterans Affairs,. 
made up of medical men of national reputation, which met im 
Washington, D. C., recently for its regular quarterly meeting. 

Members of the Intern and Resident Committee of the Baptist: 
Hospital, Birmingham, to select general residents is composed of 
Dr. Melson Barfield-Carter, Chairman; Dr. G. J. Roscoe and Dr. 
Bryn Williamson. The three residents in pathology work under 
the direction of Dr. Albert E. Casey, who supervises all functions 
of the Department of Pathology. The residents in pathology are 
Dr. Gordon Ross, Dr. Bruce Elrod and Dr. Robert Rea. General 
residents are Dr. Martha Hagood and Dr. W. T. Mayer (West 
End Baptist Hospital); and Dr. Sheila Chu and Dr. L. H. Kwong 
(Highland Baptist Hospital). 

Dr. William Getz Thuss, Jr., Birmingham, and Miss Gene 
Bradley Connell, Chattanooga, Tennessee, were married recently. 


DEaTHS 


Dr. Thomas Toxey Box, Fairfield, aged 59, died recently of 
ruptured appendix and pulmonary embolism. 

Dr. Henry Keener Tippins, Geneva, aged 67, died recently of 
a spinal injury due to an automobile accident in 1945. 

Dr. William Kiddoo Lloyd, Anniston, aged 49, was recently 
killed instantly in a plane crash. 

Dr. Lovick Edward Peacock, West Blocton, aged 78, died 
recently of bronchogenic carcinoma. 

Dr. Abe Lewis Scheff, Birmingham, aged 54, died recently of 
coronary thrombosis. 

Dr. Edward Clifton Clayton, Leeds, aged 63, died recently of 
complications following a ruptured appendix. 


ARKANSAS 


Chittenden County Medical Society has elected Dr. A. C.. 
Parker, Sr., President; Dr. Ralph Hamilton, Vice-President; and’ 
Dr. Robt. H. Ray, Secretary-Treasurer. 

Polk County Medical Society has elected Dr. Frank Lee, 
Vandervoort, President; Dr. Pierre Redman, Mena, Vice-President; 
and Dr. H. N. Rogers, Mena, Secretary-Treasurer. 

Arkansas State Board of Health has elected Dr. Thos. Wilson, 
Wynne, President; Dr. J. P. Price, Jr., Monticello, Vice-Presi- 
dent; and Dr. T. T. Ross, Little Rock, Secretary. 

Hempstead County Medical Society has elected Dr. James W. 
Branch, President; Dr. George Wright, Vice-President; and Dr.. 
Walter Sims, Secretary-Treasurer. 
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Greene-Clay County Medical Society has elected Dr. A. H. 
Maddox, President; Dr. W. E. Turner, Jr., Vice-President; and 
Dr. W. M. Lamb, Secretary-Treasurer. 

Dr. H. King Wade, Hot Springs National Park, has been 
appointed a Trustee, State Hospital for Nervous Diseases. 

Columbia County Medical Society has elected Dr. John L. 
Ruff, President; Dr. H. H. Kitchens, Jr., Vice-President; and 
Dr. Chas. L. Weber, Secretary-Treasurer. 

Dr. Hoyt R. Allen, Little Rock, and Dr. Joe Verser, Harris- 
burg, were installed President and Vice-President from Arkansas, 
respectively, at the Mid-South Postgraduate Medical Assembly 
which met recently in Memphis, Tennessee. 

Dr. R. L. Johnson, Bassett, has moved to Blytheville. 

Dr. Fred Hames, Pine Bluff, has been elected a member of the 
Radiological Society of North America. 

Dr. Friedman Sisco has been elected Director, First State Bank, 
Springdale. 

Dr. R. M. Eubanks, Little Rock, has been appointed a Trustee, 
State Tuberculosis Sanatorium. 

Arkansas State Board of Health’s part-time clinicians recently 
appointed are Dr. W. T. Champion, Dr. O. R. Holloway, Dr. 
C. S. Pool, Dr. W. E. Jones and Dr. Owen Beard. 


DEATHS 


Dr. Joe O. Leslie, Marshall, aged 59, died February 9. 
Dr. Walter Heinman Simmons, Pine Bluff, aged 69, died recently 
of coronary occlusion. 


DISTRICT OF COLUMBIA 


Dr. Oscar B. Hunter, Washington, was recently honored by 
"being appointed as delegate to represent the American Medical 
Association at the exercises attendant upon the formal inaugura- 
‘tion of The Very Reverend Hunter Guthrie, S.J., as thirty-fifth 
President of Georgetown University which took place in Wash- 
ington on April 30-May 1, the appointment having been made 
‘by Dr. Elmer L. Henderson, Chairman, Board of Trustees, 
American Medical Association. Dr. Hunter is an alumnus of 
‘Georgetown University as well as the George Washington Uni- 
wersity. 

Washington Psychiatric Association, Washington, was recently 
organized when the Section on Neurology and Psychiatry of 
the Medical Society of the District of Columbia and of St. 
Elizabeth’s Hospital held a joint meeting. Dr. Addison M. Duval 
was elected President; Dr. Robert T. Morse, Vice-President; Dr. 
Henry P. Laughlin, Secretary; and Dr. Philip Litvin, Treasurer. 
Dr. Zigmond M. Lebensohn, Dr. Norman Brill and Dr. Edith 
Weigert were elected to the Council. 

Women’s Board of George Washington University Hospital's 
gift of $15,500 has brought the Hospital Equipment Fund to 
$927,559, well above the original goal. The campaign began 
January 8, 1947. 

Dr. J. Leon Helfgott, Washington, has been appointed School 
Ophthalmologist for the District of Columbia, a position which has 
not been filled since Dr. Inez Wilber resigned in 1946. 

Dr. J. Winthrop Peabody, Washington, was one of twenty-five 
delegates from the United States to attend the Eighth Congreso 
Panamericano de Tuberculosis and the Third Congreso Nacional 
le Tuberculosis and Silicosis in Mexico City held the first of 
the year. 

Washington Institute of Mental Hygiene has reelected Dr. 
‘Winfred Overholser, President. Dr. Dexter M. Bullard is First 
Vice-President. 

The Children’s Hospital Alumni Charter Meeting was held in 
Washington on April 5. 

Dr. James G. Cumming has retired as Director, Bureau of 
Preventable Diseases, District of Columbia Health Department, 
after twenty-four years of service, and plans to retire to his 
farm in Indian Head, Maryland. 

Dr. Seruch T. Kimble, Jr., Washington, and Miss Helen Louise 
Matchett, Encino, California, were married recently. 


DeatTHs 


Dr. Huron W. Lawson, Washington, aged 76, died recently. 

Dr. Alfred C. Norcross, Washington, aged 73, died recently. 

Dr. Louis Bernard Castell, Washington, aged 65, died recently. 

Dr. Harry Stack Sullivan, Washington, aged 56, died recently 
of cerebral hemorrhage. 

Dr. Clayton Lester Wood, Washington, aged 60, died recently. 


FLORIDA 


Sarasota County Medical Society has elected Dr. Millard B. 
White, President; and Dr. Talmadge S. Thompson, Secretary- 
‘Treasurer, reelected. 
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Seminole County Medical Society has elected Dr. Leonard | 
Munson, President; Dr. Charles L. Park, Vice-President: and 
Dr. Frank L. Quillman, Secretary-Treasurer, reelected, ° 

Taylor County Medical Society has reelected Dr. Walter J 
Baker, President; and Dr. Ralph J. Greene, Secretary-Treasurer 

Volusia County Medical Society has elected Dr. Joseph 
Rutter, President; Dr. Eric H. Lenholt, Vice-President; and Dr. 
Robert L. Miller, Secretary-Treasurer, reelected. 4 

Walton-Okaloosa County Medical Society has elected Dr, Arthur 
G. Williams, President; Dr. Howard F. Currie, Vice-President: 
and Dr. Ralph B. Spires, Secretary-Treasurer. . 

Washington-Holmes County Medical Society has reelected Dr 
N. J. Dawkins, Vernon, President; and Dr. Bayllye W. Dalton. 
Chipley, Secretary-Treasurer. 

Florida State Board of Health has reelected Dr. Herbert L. 
Bryans, Pensacola, President. 

Dr. J. Dillard Workman, Live Oak, after two years’ retirement’ 
because of ill health, has returned to practice, sharing the offices 
of Dr. C. LeRoy Adams, Jr. 

Dr. Rollin D. Thompson, former General Superintendent and 
Medical Director of the three Florida State Tuberculosis Sana- 
toriums, has accepted a position as Superintendent and Medical 
Director, La Vina Sanatorium, Pasadena, California. 

Dr. James V. Freeman, Jacksonville, has been elected Chair- 
man, Executive Committee, American Cancer Society’s Duyal 
County Unit; other members of the committee are Dr. Robert 
A. Nickau, Dr. Edward Canipelli, Dr. A. Judson Graves, Dr, 
Wilbur. C. Sumner and Dr. Roger F. Sondag. 

Escambia General Hospital, Pensacola, a 78-bed institution, 
organized and pl d by the efforts of the Escambia County 
Medical Society, has elected on its staff Dr. George W. Morse, 
President; Dr. Charles A. Born, Vice-President; and Dr. Joseph 
W. Douglas, Secretary-Treasurer. Dr. Mozart A. Lischkoff is one 
of the trustees. 

Dr. Lawrence G. Hebel, Palatka, and Miss Lester E. Faulk, 
Dobson, North Carolina, were married recently. 

Dr. Richard Albert Martorell and Miss Rhoda F. Knight, both 
of Tampa, were married recently. 


DEATHS 


Dr. Haynesworth Dowling Clark, Fort Pierce, aged 56, died 
recently of coronary thrombosis. 

Dr. Noble Alvin Upchurch, Jacksonville, aged 72, died recently. 

Dr. George W. Wood, Oxford, aged 85, died recently. 

Dr. James R. Norton, Port St. Joe, aged 43, died recently. 

Dr. William J. Buck, Belle Glade, aged 60, died recently. 

Dr. Orville H. Cribbins, Sarasota, aged 68, died recently. 


GEORGIA 


Clayton-Fayette County Medical Society has elected Dr. Y. R. 
Coleman, Fayetteville, President; Dr. J. L. Robak, Jonesboro, 
Vice-President; and Dr. T. J. Busey, Fayetteville, Secretary- 
Treasurer. 

Hall County Medical Society has elected Dr. E. W. Grove, 
Gainesville, President; Dr. L. G. Neal, Jr., Cleveland, Vice- 
President; and Dr. John M. Hulsey, Jr., New Holland, Secretary- 
Treasurer. 

Ware County Medical Society has elected Dr. H. W. Muecke, 
Waycross, President; Dr. W. A. Hendry, Blackshear, Vice-Presi- 
dent; and Dr. Jos. R. Gay, Waycross, Secretary-Treasurer. 

University of Georgia School of Medicine, Augusta, has opened 
the first school of medical illustration in Southeastern United 
States with work available for medical students and for medical 
art students. 

Emory University School of Medicine, Atlanta, announces 
the following faculty appointments and promotions: Dr. Walter 
H. Sheldon from Associate Professor to Professor of Pathology 
and Chairman, Department of Pathology; Dr. Evangeline Papa- 
george from Assistant to Associate Professor of Clinical Medicine; 
Dr. Marion T. Benson from Instructor to Associate in Obstetrics 
and Gynecology; Dr. C. Stedman Glisson from Instructor to 
Associate in Obstetrics and Gynecology; Dr. John R. McCain 
from Instructor to Associate in Obstetrics and Gynecology; Dr. 
Thomas Harbin from Assistant to Instructor in Clinical Ophthal- 
mology; and Dr. J. L. Morrison from Assistant Professor to 
Associate Professor of Pharmacology. Dr. Charles A. Priviteri 
was appointed Associate in Clinical Roentgenology; and as Assist- 
ants: Dr. Guy H. Adams, Dr. Joseph A. Schwartz, Dr. John deR. 
Slade, Dr. Libero Ajello, Dr. George A. Niles, Jr., Dr. John M. 
Hood Ridley, Dr. Robert H. Stephenson, Dr. Clyde W. Whit- 
worth, Dr. Donald E. Beard, Dr. William E. Goodyear, and Dr. 
Fenwock T. Nichols. 

Bartow County Medical Society has elected Dr. Wm. Harvey 
Howell, President; Dr. Wm. B. Quillian, Jr., Vice-President; 
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Additional Minutes of Forty-Second Annual Meeting 
Miami, Florida, October 25-28, 1948 


REPORT OF COUNCIL* A letter was read to the Committee from the President 
Dr. Carroll M. Pounders, Chairman of the Council, of the Woman’s Auxiliary to the Southern Medical Associa- 


2 tion, requesting advice as to the disposal of the Jane Todd 
Oklahoma City, Oklahoma, presents the following re- : 


. i i e Advisory Committee from the Association to the Auxiliary. 
port for After consideration the Committee made the following recom- 
Minutes 0 e 
Miami meeting. 


mendations: (1) The use of the fund for student loans should 
To the Members of the Southern Medical Association: 


be discontinued, as there are insufficient funds; (2) The 

amount of the original contribution from the women of 

Kentucky, $1,000, be returned to Kentucky to set up a 
The first session of the annual meeting of the Council of the memorial to Jane Todd Crawford in the Ephraim McDowell 

Southern Medical Association convened on Monday, October 25, 

at 10:00 a.m. at the McAllister Hotel, Miami, Florida, Dr. Car- 

roll M. Pounders, Chairman, presiding. At the suggestion of the 


Home in Danville, now owned by the medical profession of 
Kentucky as a permanent memorial; and (3) The Committee 
recommends that the Auxiliary make no further appeal for 
Chairman each member stood and introduced himself from the funds for this objective, and that no money-raising activi- 
floor. The following were present: Dr. Carroll M. Pounders, 
Oklahoma City, Oklahoma; Dr. Arnold McNitt, Washington, 
District of Columbia; Dr. William C. Thomas, Gainesville, Flor- 


ties be had in the future. 
ida; Dr. W. A. Selman, Atlanta, Georgia; Dr. F. A. Holden, 


The Chairman stated that the report on the special Com- 

mittee on the Relationship Between Physicians and Hospitals 
ti , Maryland; Dr. J. P. Culpepper, Jr., Hattiesburg, 
aeeiaeel: Dr. Daniel L. Sexton, St. Louis, Missouri; Dr. 


was gotten out with supporting data and mailed to the 

President and Secretary of each state medical society in the 
Arthur H. London, Jr., Durham, North Carolina; Dr. W. L 
Pressly, Due West, South Carolina; Dr. R. L. Sanders, Memphis, 


United States and Editors of the ‘state journals when known. 
It was also mailed to each member of the Southern Medical 
Tennessee; Dr. T. Dewey Davis, Richmond, Virginia; Dr. Andrew 
E. Amick, Lewisburg, West Virginia; Dr. Edwin H. Lawson, 


Association, both of these as per instruction of the Executive 
New Orleans, Louisiana; Dr. Lowry H. McDaniel, Tyronza, 


Committee. The Chairman stated this was a far-reaching 
Arkansas, sitting for Dr. Oliver C. Melson, Little Rock, Arkansas, 


action that will some day bear fruit. From all parts of the 
country requests were received for additional Bulletins, and 

by appointment of the President; Dr. Lucien A. LeDoux, Presi- 

dent, New Orleans, Louisiana; Dr. Oscar B. Hunter, President- 


these were promptly sent. 
Elect, Washington, District of Columbia; and Dr. Emmett B. 


The members of the Executive Committee and others were 
invited to luncheon at the Tutwiler Hotel as guests of the 
Carmichael, Acting Secretary-Manager, Birmingham, Alabama. 
At this time the Chairman presented Dr. Emmett B. Car- 


Southern Medical Association. 

It was voted that this report be accepted as read, and that 
michael, Acting Secretary-Manager due to the illness of Mr. 
Loranz. The Chairman highly commended him for an excellent 
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the recommendations made be carried out. 


The report of the Executive Committee meeting held in Bir- 
mingham on July 24 was read by the Chairman, Dr. Culpepper. 


This meeting was necessitated by the illness of the Secretary- 
read. Manager in order to work out several situations in the home 

The Chairman of the Executive Committee, Dr. J. P. Cul- office. Dr. LeDoux announced that on his visit to the home 
pepper, Jr., made the following report of the Executive Com- office on July 16, as President of the Association, he had 
mittee meeting held in Birmingham on May 8: appointed Dr. Emmett B. Carmichael Acting Secretary- 


Upon motion, the minutes of the Baltimore meeting were not 


The purpose of this Council meeting was to select a time 
and place of meeting and the type of program for the meet- 
ing. After consideration the Committee was unanimous in 
accepting the invitation of the Dade County Medical Asso- 
ciation to meet in Miami, the date for the meeting to be 
October 25-28, 1948. After a general and full discussion, and 
all conditions had been reviewed, the Committee was unani- 
mous in its decision that the amount of program for its sec- 
tions should be the same as for the past several annual 
meetings, one full session for each of the twenty-one scien- 
tific sessions and so staggered that there would be the smallest 
number of meetings going on at the same time. Monday after- 
noon and Tuesday forenoon are to be designated “Miami 
Day.” Section programs start Tuesday afternoon and run 
through Thursday. The decision to have a General Public 
Session was left to a special committee: President and Gen- 
eral Chairman of the Host Society, President of the Asso- 
ciation, Chairman of the Executive Committee, and Secretary- 
Manager of the Association. It was decided the general 
entertainment feature would be a President’s Reception and 
Ball on Tuesday evening, the expense to be borne by the 
Association. There will not be any alumni dinners or fra- 
ternity luncheons, as official activities. However, no objec- 
tion is made to groups having luncheons or dinners if they 
so desire. There will be the usual golf tournament. 

In Promotion material for Miami meeting, indicating eligi- 
bility for attendance, the Committee suggests the following 
from the By-Laws: “The general sessions shall include all reg- 
istered members and eligible guests, who shall have equal 
tights to participate in the proceedings and discussions, and, 
except guests, to vote on pending questions.” 


Manager, pending ratification of the Executive Committee. 
Dr. LeDoux reported his findings of the visit. One of the 
most important matters was that of the bonds owned by the 
Association, $93,645.00 cost value. It was suggested they be 
placed in the bank in a ‘Safe Keeping Receipt” at a fee of 
$50.00 per annum. Under this system there would be a 
signature card to enable the Chairman of the Board of 
Trustees and any two members of the Board of Trustees to 
appear with the receipt for the purpose of withdrawal or 
examination of these bonds, power being vested in the Trus- 
tees as a body, not in individual names. It will be necessary 
to revise the signature card each year as a new Chairman of 
the Board of Trustees is elected each year. Dr. LeDoux 
reported the finances, bank accounts, contents of the safety 
box at the First National Bank of Birmingham and the 
records were all in proper order. It was the decision of the 
Committee to place the Woman’s Auxiliary Bonds with the 
Association’s bonds in the bank on Safe Keeping Receipt 
and to place the contract between Dr. Seale Harris and the 
ee Medical Journal in the safe in the Southern Medical 
office. 


It was also decided that access to the safe deposit box 
should be upon the signature of any two of the following 
three: Dr. Emmett B. Carmichael, Dr. M. Pinson Neal, 
Chairman of the Board of Trustees, and Dr. M. Y. Dabney, 
Editor of the Journal. 


Concerning the question of signing checks, daily receipts, 
and money in the bank, Dr. LeDoux advised on July 16 that 
no checks be signed and no bills paid until after this meeting, 
pending the action of this Committee. 

It was suggested that all checks be co-signed and daily 
receipts of cash, money orders or checks should be recorded 
as received and deposited in the bank the following day. 


*The complete record of the Miami meeting appeared in the 
Southern Medical Journal for March, pages 240-260 inclusive, 
except the Report of the Council which was not available at . ; F 
the time thé March issue went to press. Action on Report of of the present fiscal year ending October 31. Dr. Carmichael 

e Council at the General Session, President’s Night, at the appointed Mr. Robert F. Butts as Assistant Secretary-Man- 
Miami meeting, is on page 241 of the March issue with a foot- oo: 
note giving the explanation why the Report of the Council did Motion was made that the bank be notified to honor 
not appear in that issue. checks bearing any two of the three signatures: Dr. Emmett 


The Committee was unanimously in favor of appointing 
Dr. Carmichael Acting Secretary-Manager for the remainder 
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B. Carmichael, Dr. M. Pinson Neal and Dr. M. Y. Dabney. 

This motion was carried, the action to be confirmed by the 

Board of Trustees, who are to be polled by mail (this was 

confirmed). 

It was the unanimous decision of the Committee to extend 
to Mr. Loranz a leave of absence through the remainder of 
the fiscal year, October 31, due to illness. It was agreed that 
a letter be sent to Mrs. Loranz expressing the sympathy of 
the Committee, the letter to be sent through the President, 
Dr. LeDoux. 

Further items on the agenda drawn by the Acting Secretary- 
Manager were discussed. The convention hall located on Din- 
ner Key in Miami was found to be most satisfactory and 
was approved as the site for the 1948 convention for a 
number of justifiable reasons. It was deemed inadvisable, 
due to recommendations of the local committee, to have 
only a half-day session for “Miami Day.” Also a trap and 
skeet shooting tournament were added to the official activi- 
ties of the meeting. The question of inviting Cuban physi- 
cians to the meeting was left to the local Committee on 
Arrangements. It was the decision of the Committee to place 
the handling of publicity to Dr. Franz H. Stewart, Miami, 
who will work closely with the Convention Bureau and local 
newspapers. The Committee went on record as favoring 
post-convention tours to Havana and Nassau, a local tour 
agency, Canel, Inc., to be in complete charge of arrange- 
ments, the Association not to foster it. 

It was suggested that to meet the rising cost of living 
that a raise in salary should be granted the office personnel 
at headquarters office; this had been handled previously by 
the Secretary-Manager. A Committee was appointed to take 
care of this, and whatever decision made the increase would 
be retroactive to August 1, this action being temporary pend- 
ing action of the Council at the annual meeting. The 
Committee consists of Dr. Carmichael, Dr. LeDoux and Dr. 
Culpepper. 

Before approval of the report was voted, Dr. LeDoux called 
attention to the fact that the minutes did not make clear the 
status of Mr. Loranz, as the matter of his leave of absence had 
been acted on up until October 31, and the question of his future 
status was to be settled by the Council at this meeting after 
re-appraisement of the health of Mr. Loranz. 

Dr. LeDoux also stated that the raising of the salaries was 
under new business and should be taken up under that head. 


The report was accepted as read and the members of the 
Executive Committee were thanked graciously for their good work. 

At this time a Resolutions Committee was appointed by the 
Chairman of the Council. Members of this Committee are: - Dr. 
R. L. Sanders, Memphis, Tennessee, Chairman, with Dr. William 
C. Thomas, Gainesville, Florida, and Dr. Andrew E. Amick. 
Lewisburg, West Virginia, with the understanding that this Com- 
mittee was to report later. 


The Chairman of the Council gave no report as everything 
done in the interim since the last meeting of the Council was 
through the Executive Committee. 


Report of Acting Secretary-Manager 


The Acting Secretary-Manager, Dr. Emmett B. Carmichael, 
stated a detailed financial statement for the fiscal year end- 
ing October 31, 1948, could not be given at this time, so 
the auditor’s report was given for eleven months ending 
September 30 (see page 242, March issue). A net profit of 
$6,416.99 was made during this time, and cash on hand 
in bank as shown by the cash book is $47,144.16, which 
includes revenues from exhibits at this convention, but does 
not include expenses involved at this convention, which may 
approximate $18,000.00. Included in the assets of the Asso- 
ciation are registered bonds of the U. S. Government, pur- 
chase value of $93,645.00. The books were audited by 
Francis B. Latady and Company, Certified Public Accountants. 

Last year 7,447 members were reported and during the 
year we received 674 new members. There was a loss of 
219 members due to resignations, deaths and suspensions, 
leaving a net membership at this time of 7,902 or a net gain 
of 455 as of September 30 (see page 242, March issue). 

Dr. Carmichael stated that a new plan had been adopted 
to secure publicity for individual essayists on the annual 
program—abstracts are to be requested in lay language with 
the idea of giving it to the press for publicity purposes. 
About 80 have cooperated. National news agencies of course 
have permission to contact essayists to secure complete papers. 

Dr. Carmichael expressed his appreciation for the help, 
cooperation and advice of all those who had worked with him 
and had made the meeting possible. He also made a post- 
script to the membership, as 196 members had joined since 
October 1, and of those who had joined since September 1, 
87 were from the State of Florida. 


The report was approved as read and the Committee 
to Dr. Carmichael a vote of thanks for the excellent work he had 
done and the splendid arrangements he made for the meeting, 


Report of the President 

In this report the President, Dr. LeDoux, outli 
events that had taken place since his eet hg 
Loranz’s serious illness, and the steps that had been taken 
in arranging for the Miami meeting. 

_He stated that he had learned from Mr. Loranz’s physi. 

cians that he had made a fine recovery and was able to 

resume many of his duties. The President further stated 
that it was his opinion that the Council should reinstate 

Mr. Loranz to full duty at the end of his sick leave, Novem- 

ber 1, and an office manager to have charge of the offic 

under Mr. Loranz and with ample authority to be desig. 
nated to assist Mr. Loranz, and Mr. Loranz be advised of 
the manner in which the Council wished the affairs of the 

Association to be conducted. 

The President recommended that the Constitution and By- 
Laws be adhered to at all times, and that the officers be- 
come familiar with them in their entirety so that the affairs 
of the Association would be conducted according to its pro- 
visions. 

On the matter of meeting places he stated he was pre. 
senting to the Council the outline of a new plan, wherein 
arrangements should be made for submission to the Council 
at its annual meeting, a list of meeting places and the 
Secretary-Manager instructed to make commitments two or 
three years in advance if practicable, but not later than two 
years. The above mentioned plan included a written outline 
for the housing of members at each annual meeting. 

The President suggested that a general business session 
should open the meeting, at which time the members would 
be given ample time to discuss matters relating to the 
Association. 

Further he suggested meetings and sections should be 
given fullest possible planning and time. He mentioned also 
that meetings of the Executive Committee were too often 
social affairs and attended by too many non-members, 

He said all meetings should be conducted strictly accord- 
ing to the provisions of the Constitution and By-Laws, and 
all committee meetings be restricted as the By-Laws provide 
to members of the respective committees. 

In regard to section meetings he thought the Council 
should instruct the Secretary-Manager to arrange immediately 
for more meeting places and more meeting time to meet 
as near as possible the requests of the various sections. 

In closing the President said he would bring up addi- 
tional matters at the concluding meeting of the Council. 

The President’s report was then opened for questions and dis- 
cussion, following which the meeting adjourned at 12:10 p.m. 

The Council convened for the second session, Monday after- 
noon, the Chairman, Dr. Pounders, presiding. 

Before the order of business was started, the Chairman intro- 
duced Mr. Sam Fowlkes, Convention Manager, who spoke to the 
group concerning holding the convention in New Orleans. Mr. 
Fowlkes said that the city was a difficult one for convention 
possibilities because of room capacity available, and though Mr. 
Loranz had contacted the Hotel Association in March, there is 
no possibility for a date in 1949. He suggested that it is going 
to become necessary to select the convention site at least two 
years ahead, and that in 1950 he is holding a tentative date 
about the same time of the year until a decision can be made 
by the Committee. Through Dr. LeDoux’s contact with the 
Hotel Association at least 1,000 rooms can be provided then in 
downtown hotels. Mr. Fowlkes said that the majority of these 
rooms will be in the six largest hotels. He assured the 
mittee everything possible would be done for a successful meet- 
ing. After answering a number of questions, Mr. Fowlkes left 
the meeting. 


Report of the Committee on Revision of the Constitution 
and By-Laws 

Dr. R. J. Wilkinson, Huntington, West Virginia, Chairman, 
Dr. Oscar B. Hunter, Washington, D. C., Dr. Hamilton W. Me- 
Kay, Charlotte, North Carolina, Dr. Paul H. Ringer, Asheville, 
North Carolina, and Dr. Vincent W. Archer, Charlottesville, Vir- 
ginia, members of the Committee, the Chairman reporting for 
the Committee. The Committee makes the following recom- 
mendation for changes in the Constitution: 

Article 1.—The name and title of this organization shall 
be the Southern Medical Association (a non-profit organiza- 
tion) chartered under the laws of the State of Alabama, and 
its domicile shall be in Birmingham, Alabama. 

Article 2. — PURPOSE: The exclusive purpose of this 
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Association shall be to dev and foster scientific medicine 
and publish a medical journal, etc. 

Article 5—-ANNUAL MEETINGS. Section 1. The Asso- 
ciation shall hold an annual meeting within its territorial 
limits as fixed by Article 6, Section 3, during which there 
shall not be less than two general sessions, one of which 
will be devoted to the business of the Association and 
restricted to the membership exclusively. All expenses of 
the annual meeting shall be borne by the Association. (Last 
not stated before.) sal 

Article 6.—Section 1. The officers of the Association shall 
be a president, president-elect, first vice-president, second 
vice-president, a board of trustees, and a council composed 
of one member from each state or district of the Associa- 
tion. A Secretary-Treasurer and an Editor of the Journal 
shall be. employed by and with the consent of the Council 
on a contract basis for a period of five years. 

Section 2. All elective officers of the Association except 
the trustees and councilors shall be elected annually at the 
last general session. 

Section 3. (Add after last line . . -““appointments to fill 
vacancies which occur on the Council each year will be 
made immediately following the annual meeting.’ 

Section 4. The trustees shall be six in number and shall 
be elected by the Council, one each year, to serve for a 
period of six years. The oldest member in point of service 
shall be the chairman. 

Article 7—The chairmen and secretaries of all sections shall 
meet with the president and secretary at each annual meet- 
ing at a time to be fixed by the President. 


Changes recommended in By-Laws: 


Chapter 1—MEMBERSHIP. Section 4. Application for 
membership in this Association shall be made in writing and 
his or her eligibility attested to by the councilor of the 
state in which the applicant resides. 

Chapter 2—GENERAL SESSIONS. Section 1. The gen- 
eral sessions shall include all registered members and eli- 
gible guests who shall have equal rights to participate in 
the proceedings and discussion and, except guests, to vote on 
prevailing questions. Each session shall be presided over by 
the president, or, in his absence or inability or by his re- 
quest, by the first or second vice-president. Three general 
sessions may be held at each annual meeting, but one of 
these shall open the annual meeting of the Association and 
be restricted to the membership and largely to a discussion 
of the business of the Association, and another on Wednes- 
day evening at which time the president’s address, other 
addresses, the report of the Council, of officers and com- 
mittees, will make up the order of business for the final 
session. 

Section 6 (new). No papers shall be published except upon 
recommendation of the publication committee, which shall 
consist of three members who are recommended by the 
Council and elected as follows: One member for one year, 
one for two years, and one for three years, and thereafter 
one member shall be elected annually. 


Chapter 4.—DUTIES OF OFFICERS. Section 1. The 
President shall preside at all general sessions of the annual 


meetings and all functions at which the Association is host. _ 


He shall appoint all committees not otherwise arranged for, 
shall deliver an annual address at the last general session of 
the convention, shall cast a deciding vote in case of a tie, 
and shall perform such other duties as the definition of his 
office, custom and parliamentary usage requires. The pro- 
gram for the general sessions shall be formulated by the 
president. 

Section 2. The first vice-president shall assist the presi- 
dent in the discharge of his duties and in the event of his 
death, resignation, or removal, shall succeed him. He shall 
also perform such other duties as may be assigned to him 
under the Constitution and By-Laws. 

Section 3. The Secretary-Treasurer will be the Business 
Manager of the Association and its Journal, and shall give 
bond for the trust reposed in him in the sum of $10,000; 
the cost of said bond shall be paid out of the treasury of 
the Association. He shall demand and receive all funds due 
the Association, together with bequests and donations. He 
shall, under the direction of the Board of Trustees, sell or 
e any property belonging to the Association. He shall 
sign and pay all accounts payable by the Association by 
voucher which must be countersigned by the President, or, 
in the event of his inability to act, by the first vice- 
president. He shall subject his accounts to an annual audit 
by an approved Certified Public Accountant, to be chosen 
by the Association. He shall render a detailed written report 
of his office as Secretary and Treasurer at the annual meeting 
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of the Council, or at any time upon the request of the Presi- 
dent or Chairman of the Council. With the approval of 
the Council, he may employ an assistant to serve without 
title, and without the status of an officer. He shall submit 
to the Council a detailed budget annually. He shall be 
appointed for five years and his compensation as well as 
that of all employees of the Association will be fixed by 
the Council. 

Section 5 (new). The Editor. His duties will be those 
commonly associated with his office and his editorial poli- 
cies will be in keeping with the aim and purpose of the 
Association. He may at his discretion, with the approval 
of the Council, appoint an assistant editor. He will have 
books sent in for review, reviewed by members of the Asso- 
ciation and properly credited. All books shall remain the 
property of the reviewer. He shall file with the Chairman 
of the Council before each annual meeting a detailed report 
of his office and a budget for the ensuing year. He shall 
furnish the Executive Committee each year through the 
Secretary of the Association prior to its meeting a list of 
advertisers in the Journal for approval. He shall be ap- 
pointed for a term of five years and his compensation will 
be fixed by the Council. 


_ Chapter 5—COUNCIL. Section 5. To add after the word 
“means,” line 9 ...A majority of replies received within 
ten days will determine the action of the Council. The 
Executive Committee will consist of three members. The 

airman of the Council shall be a member and chairman 
of the committee and the other two members shall be mem- 
bers of the Council and elected by the Council as follows: 
one for two years, one for one year, and thereafter one 
member of the committee shall be elected annually. The 
President and President-elect are to be ex-officio members. 

e Executive Committee may meet as often and at such 
places as the chairman or two members of the committee 
may decide, except that one meeting each year must be 
held at the home office in Birmingham. The Executive 
Committee of the Council shall at a meeting preceding the 
annual meeting have submitted for approval as a board of 
censors a list of advertisers in the Journal and exhibitors 
at the annual meeting. This committee will be the advisory 
committee to the Woman’s Auxiliary. All expenses of this 
committee attending meetings other than the annual meeting 
shall be borne by the Association. 


Chapter 6.—DUTY OF TRUSTEES. Section 1. Change last 
sentence to “Any action authorized to be done by the Trus- 
tees within the limitations of this section shall be binding 
if done by a majority thereof.” 

Chapter 7—COMMITTEES. Section 1. There shall be a 
Committee on Convention Arrangements, a Publication Com- 
mittee, and another on Scientific Exhibits, another on Re- 
search, and such other committees as the President or the 
Council may decree necessary. 

Section 2. The Committee on Arrangements shall be ap- 
pointed by the President after consultation with the presi- 
dent of the host society and the Secretary of the Association. 
The Secretary shall report to the President and Chairman of 
the Council each month the progress made in arranging for 
the annual meeting. 

Section 3. A secret committee on awards for scientific 
exhibits shall consist of five members and shall be appointed 
by the Chairman of the Council. One member shall repre- 
sent pathology, two medicine, and two surgery. One mem- 
ber shall be a member of the Council and he shall be 
the Chairman of this Committee. The following standards 
are to be followed in making awards: (1) originality, (2) 
practicability, (3) applicability to practice of medicine, (4) 
quality, (5) teaching value, (6) quantity, and (7) personal 
demonstration. The committee shall select the three out- 
standing exhibits and report to the Council at its final meet- 
ing. A certificate of merit signed by the President and 
Chairman of the Council will be presented to the three 
best exhibitors at the final m of the convention and 
shall be designated first, second and third. 

Section 4. The Research Committee shall consist of the 
first vice-president as Chairman and the four last recipients 
of the medal. The chairman shall canvass the committee 

ascertain if exceptionally meritorious work has been 
done in the field of research by a member of the Associa- 
tion during the year. In this event a medal may be awarded 
at the last general session of the annual meeting. However, 
under no circumstances shall more than one medal be awarded 
annually. 

Chapter 8.—Section 1. Dues. Correct to read dues $5.00 
instead of $4.00. 

Chapter 9.—The fiscal year to be changed from October 
to October, to January 1 to December 31. 
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This report was submitted by the Committee on Constitution 
and By-Laws for discussion and approval. Revisions of the Consti- 
tution have to be presented at the meeting one year and carried 
over to the following year to be acted upon. Revisions of the 
By-Laws may be laid cn the table one day and voted the next. 
Discussion of the revision of the Constitution and By-Laws 
followed, taking it paragraph by paragraph. The following cor- 
rections were made: 
CONSTITUTION: Article 6, Section 3.—Delete part added, 
voted to remain unchanged. 
BY-LAWS: Chapter 2, General Sessions.—Changed to read 
“first day and third evening” deleting Wednesday. 
Chapter 3, Section 3.—Change word “body” to ‘‘Asso- 
ciation.” 
Chapter 4, Section 3.—Secretary-Treasurer: ‘annual 
audit by an approved Certified Public Accountant to 
be chosen by the Council” in place of ‘‘Association.” 
Section 5—The Editor. “He shall furnish the Exec- 
utive Committee each year prior to its meeting a list of 
advertisers in the Journal for approval.” This voted 
back to be the duty of manager. 
Chapter 5, Section 5——The Council. Wording changed 
from “meetings” to ‘“‘other than annual meetings.” 
Chapter 5, Section 3.—Secret Committee. Change to 
read “One member shall represent pathology, one medi- 
cine, one surgery and two at large.” 
The motion was made and seconded that the revision of the 
Constitution and By-Laws be adopted as presented and corrected. 
The motion was carried. 


It was also voted that the report of the Committee on Revision 
of the Constitution and By-Laws be presented to the membership 
through the medium of the Bulletin and to be acted upon finally 
in 1949, 

Dr. Oscar B. Hunter, Chairman of the Research Medal Com- 
mittee, reported that candidates did not quite make the satis- 
factory attainment in the field of investigation and research 
that the committee thought necessary for the award, as the medal 
is a very distinctive honor and should be awarded to those indi- 
viduals attaining a very high degree of excellence. The Chairman 
also talked off the record for sometime, and in closing stated 
that no precedent was established in not making the award as it 
had been omitted a number of years in the past. Dr. Hunter’s 
report was approved and accepted. 

At this time, Dr. Carmichael passed around copies of a report: 
“Summary of Scientific Exhibits, Hobby Exhibits and Motion 
Pictures Presented at the Annual Meetings of the Southern 
Medical Association During the Last Twenty Years,’”’ this report 
being for the information and interest of the group. 

Dr. Carmichael brought up the subject of disposal of extra 
Journals. Under the present setup many are thrown away. It 
was decided the home office be authorized to dispose of dupli- 
cate Journals either by sale or gift, whichever be the most 
expedient, five copies of each issue of the Journal being kept 
permanently on the shelf. 

It was also decided that small certificates be awarded the 
winners in the various athletic events. 

After discussion the following items were referred to the 
Executive Committee for study, to be reported back to the 
Council: 

1. Dues and subscriptions—question of raise. 


2. Division of expenses—question of dividing revenue and 
expenses between Journal, the Convention and the general 
activities of the office. 

3. Question of Council or Executive Committee meeting 
quarterly to review business affairs and operations of 
Association. 


4. Question of some type of retirement benefit for em- 
ployes. 
5. Question of raising advertising rates. 


At this time the meeting adjourned 
o'clock, October 26. 


The Council convened for the third session Tuesday afternoon, 
the Chairman, Dr. Pounders, presiding. The following were pres- 
ent: Dr. Carroll M. Pounders, Oklahoma City, Oklahoma; Dr. 
W. A. Selman, Atlanta, Georgia; Dr. Walter G. Stuck, San An- 
tonio, Texas; Dr. Clifford N. Heisel, Covington, Kentucky; Dr. 
Daniel L. Sexton, St. Louis, Missouri; Dr. J. P. Culpepper, Jr., 


to convene at 12:00 


Hattiesburg, Mississippi; Dr. G. Lamar Arrington, Councilor- 
Elect, Meridian, Mississippi; Dr. Arnold McNitt, Washington, 


District of Columbia; Dr. L. H. McDaniel, Tyronza, Arkansas, 
sitting for Dr. Oliver C. Melson by appointment of the President; 
Dr. R. L. Sanders, Memphis, Tennessee; Dr. Wilbur M. Salter, 
Anniston, Alabama; Dr. Arthur H. London, Durham, North 
Carolina; Dr. T. Dewey Davis, Richmond, Virginia: Dr. Andrew 
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E. Amick, Lewisburg, West Virginia; Dr. W. L. Pressly, Due 
West, South Carolina; Dr. F. Holden, Baltimore, Maryland: 
Dr. William C. Thomas, Gainesville, Florida; Dr. Oscar g 
Hunter, President-Elect, Washington, District of Columbia; and 
Dr. Lucien A. LeDoux, President, New Orleans, Louisiana. 

Mr. Loranz was pr ted and 3) d his pleasure at 
being able to attend the convention, and his appreciation fg 
the leave of absence extended by the Association. He stated he 
felt that he was again able to resume his duties. Mr. Loranz 
gave a brief resume of the history of the Southern Medica] 
Association during the past thirty-six years. Dr. Pounders ¢e. 
pressed appreciation to Mr. Loranz. 

Dr. Arthur H. London, Jr., Chairman, Committee on Scientific 
Exhibits, reported for his committee as follows: In the opinion 
of the committee, first award to Exhibit 21, Dr. J. Brown Farrigg 
Tampa, Florida; second award to Exhibit 34, Dr. Albert J. Sul. 
van, Dr. Thomas E. McKell and Dr. Frederick C. Rehfeldt, New 
Orleans, Louisiana; and third award to Exhibit 107, Dr. 
Stephen Weens, Dr. James V. Warren, Dr. David F. James 
and Dr. Herbert M. Olnick, Atlanta, Georgia. The report was 
accepted as offered. 

There was much discussion concerning the various sections, 
the time allotted and the subjects presented. Dr. LeDoux made 
the motion that the Secretary-Manager be instructed to prepare 
a program for inspection and a subcommittee be appointed to 
decide on what should be presented. In summary, he requested 
a committee be appointed to study the question of revision of 
the sections and return to the Council. The motion was carried, 


Report of Trustees 


The Trustees of the Association met at the McAllister Hotel, 
Room 1025, Miami, Florida, Monday, October 25 at 5:30 p.m. 
There were present: Dr. M. Pinson Neal, Chairman, Columbia, 
Missouri; Dr. Harvey F. Garrison, Jackson, Mississippi; Dr, 
James A. Ryan, Covington, Kentucky; Mr. M 
Birmingham, Alabama; Dr. E. 
tucky; Dr. 
trict of Columbia, sitting for Dr. E. Vernon Mastin, St. Louis, 
Missouri; and sitting with the Trustees, Dr. Emmett B. Car. 
michael, Acting Secretary-Manager, and Mr. C. P. Loranz, 
Secretary-Manager. The Chairman, Dr. Neal, presided. 


Minutes of the former meeting of the Trustees for 1947 
were read by Dr. Emmett B. Carmichael, Acting Secre- 
tary-Manager. These were approved as read. 


The report of the auditor, Francis B. Latady & Company, 
as of July 24, and October 15, was read in detail and ac- 
cepted. This report was referred to the Council. 

The Chairman, Dr. Neal, gave a detailed report of his at- 
tendance and the activity at the special meeting of the Execu- 
tive Committee in Birmingham on July 24, 1948, the Chair- 
man of the Board of Trustees being there by invitation to 
represent the Trustees in such transactions as required its 
attention. He reported that the records, finances, bank ac- 
counts and contents of the safety box at the First National 
Bank of Birmingham were all in proper order, and the 
inventory made as of that date conformed with the one 
made by Mr. Loranz, reported to the Council at Baltimore, 
Maryland, November, 1947. Pursuant to the action of the 
Executive Committee, Dr. Emmett B. Carmichael, Acting 
Secretary-Manager, Dr. M. Y. Dabney, Editor of the Journal 
and a member of the Board of Trustees, and Dr. M. Pinson 
Neal, Chairman of the Board of Trustees, were designated 
the following responsibilities: two of the three should sign 
all checks for which the Association funds were to be 
withdrawn from the bank; that two of the three were to 
appear at the bank and sign the usual forms for the pur- 
pose of opening the safety deposit box and handling the 
bonds therein, and to arrange with the Trust Department of 
the First National Bank of Birmingham for placing the bonds 
in their care. Chairman Neal stated that all the members 
of the Board of Trustees have signed articles drawn up 
by Mr. Francis B. Latady, acting as legal counsellor to the 
Association, instructing the bank of the change in handling 
the account and in transferring the bonds from a safety 
box to the Trust Department of that Bank under a con- 
tract agreement whereby the Bank would be responsible for 
the safekeeping of the bonds for an annual fee of $50.00. 
Copies of these resolutions, properly endorsed, have | 
submitted to the Trust Department of the First National 
Bank of Birmingham, and to Dr. Emmett B. Carmichael, 
Acting Secretary-Manager. 

The Board of Trustees, on this date, October 25, 1948, 
voted the handling of the Association’s bank funds or account 
and of the bond it possesses shall be in conformity with 
the action of the Executive Committee on July 24, 1948. 
Beginning November 1, 1948, Mr. C. P. Loranz, Secretary- 
Manager, Dr. M. Y. Dabney, Editor and member of the 
Board of Trustees, and Dr. Harvey F. Garrison, incoming 


ae PERS 


Vol. 42 No. 5 


i of the Board of Trustees, shall have the responsi- 
age right to handle these financial matters. The signa- 
tures of either two of the three shall be required on all 
checks drawn upon the Association’s funds and to the 
Bank to make available securities that are the property of 
the Association. 

The Secretary-Manager has previously been instructed by 
the Board of Trustees relative to the reinvestment of bonds 
that mature and the purchase of additional bonds when 
money is available in excess of the need for the running 
expenses. The Board expresses a desire that such procedure 
continue. 

The Board recommends that the Association contribute the 
sum of $500.00 per year for a period of five years to the 
World Medical Association as a token of goodwill and as a 
mark of approval of such an organization. 

The Board recommends to the Council, Mr. Loranz not 
being present, that a sum of approximately $250.00 be appro- 
priated to obtain and present Mr. Loranz a suitable token 
of appreciation of the Association for thirty-six years of loyal 
service and as a welcome back into service. 

The group also expressed its appreciation for the splendid 
services of Dr. Emmett B. Carmichael and his staff. 

Signed, M. Pinson Neal, M.D., Chairman. 

This report having been received was referred to New Busi- 
ness for action. 

At this time, Dr. Henderson gave a complete history of the 
organization of the World Medical Association and its purpose. 
He stated it primarily came into being at the request of the 
Union of World Associations that such an organization formed 
on a world-wide basis could further medicine throughout the 

. Dr. Henderson said that people throughout Europe are 

looking to this country and the medical profession for help. He 
mentioned contributions received and various organizations already 
supporting it. 

A discussion of this question followed, and the matter was 
referred to New Business. Discussion of the Trustees’ recom- 
mendations continued. 

Dr. LeDoux made a motion that Mr. Loranz, having com- 
pleted his sick leave, will resume office at the end of this 
meeting as of November 1; that an office manager be created 
to work under Mr. Loranz’s supervision and to be selected by 
Mr. Loranz subject. to the approval of the Executive Committee. 
It is understood that from this date, November 1, the affairs of 
the Association shall be conducted along the lines and policies 
adopted at this meeting and all other matters contained in the 
proposed Constitution and By-Laws be carried out this year pend- 
ing official confirmation of this document in 1949. (Duties to 
be designated by the Executive Council.) The motion was car- 
ried. 

Dr. LeDoux referred to other recommendations made, com- 
menting on those needing action of the group. He stated dates 
for the convention should be set, and recommended in the form 
of a motion that the convention be held at the same time each 
year, and that a meeting place should be arranged at least two 
years in advance. 

Dr. LeDoux presented a schedule of recommended increases in 
the salaries of employees in the home office. The Committee 
voted acceptance of these increases retroactive to August 1, 1948. 

Dr. LeDoux moved that no reservations be made for women 
to attend the convention who are not accompanied by their 
husbands. 

It was passed also that a telegram be sent to Dr. McKay, 
as Vice-President, who was unable to attend because of illness, 
expressing the regrets of the Council concerning his illness and 
inability to attend the meeting, and wishing him a speedy re- 
covery. 

The motion was made and carried that Dr. Pounders write 
a letter to the members of the Committee on the Revision of 
the Constitution and By-Laws, thanking them for the time and 
energy put into the task and the splendid job accomplished. 

The recommendation of the Board of Trustees concerning the 
signing of checks by members of that body was not approved, 
but such checks be signed by any two of the three following 
Officers of the Association: The President, First Vice-President 
and/or Secretary-Manager. 

The report of Dr. Elmer Henderson on the World Medical 
Association and the request for the Southern Medical Association 
to join this organization and contribute a sum of $500.00 for a 
five-year period was discu in considerable detail. It was 
brought out that it would not be practicable for the Southern 
Medical Association to join such an organization, but that a 
contribution might be made. A motion to table the matter was 
lost and upon further motion, which was carried, it was directed 
that the Association make a contribution of $500.00 for one 
year and the matter referred to the Executive Committee for 
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further consideration and report on the activities of the World 
Medical Association. 

It was voted that the Council go on record as appropriating 
the sum of $250.00 for a gift to Mr. Loranz showing appre- 
ciation for his work in the Association for the last thirty-six 
years. 

Concerning the signatures on checks it was voted that a letter 
be sent to the Secretary-Manager and the bank immediately 
upon the conclusion of the meeting of the Council, that as of 
October 31, 1948, all checks made on the Association funds will 
be signed by any two of the following: The President, First 
Vice-President and/or Secretary-Manager. 

The President-Elect and the Chairman of the Council were voted 
the authority to confer with Dr. Carmichael and Mr. Loranz 
concerning the best plan to conclude the affairs of the conven- 
tion, and were instructed to confer with Mr. Loranz and advise 
him of the new actions taken by the Council regarding the 
conduct of his office and of the Association. 

Dr. Stuck called attention to the fact that governmental 
agencies had a very large number of exhibits and these should 
be limited. It was voted that governmental agencies be restricted 
to two exhibits from each medical agency and that these agencies 
be reviewed by the Council before they are permitted to exhibit. 

It was voted that Mr. Loranz be contacted regarding the 
meetings of the state medical associations in 1949 and asked 
that he himself go or send representatives to these meetings to 
solicit membership for the Southern Medical Association. 

_ Dr. Culpepper presented a few suggestions in regard to the 
financial status of the Association. First, that the Council or 
Executive Committee meet at regular intervals to review the 
business affairs of the organization, suggesting that if such meet- 
ings be held in Birmingham they could familiarize themselves 
with the home office. He suggested that all sources of income be 
kept separately. Dr. Culpepper pointed out the need for legal 
advice on the matter of finances and suggested that a certified 
public accountant be obtained to get his viewpoint, and if pos- 
sible some kind of annuity to be established as security for the 
employees. It was voted Dr. Culpepper’s recommendations be 
accepted. 

The question was brought up as to whom the Minutes of the 
Meeting of the Council should be sent, and upon motion being 
made, seconded and carried, it was directed that the stenotyped 
report (Minutes of the Council) be sent to the Chairman of 
the Council for him to abstract whereupon he would send the 
abstract to the Retiring President for his signature before refer- 
ring them to the Home Office. It was further directed that the 
original stenotyped report of the meeting be sent to the Chairman 
of the Council and to be treated as confidential. After abstract- 
ing these he was directed to return them to the custody of the 
President of the Association. 

The following officers of the Council were nominated and 
elected: Chairman of the Executive Committee, Dr. Arnold Mc- 
Nitt, Washington, D. C.; Chairman of the Council, Dr. Arnold 
McNitt, Washington, D. C.; member of the Executive Commit- 
tee, Dr. F. A. Holden, Baltimore, Maryland. 

Upon motion being duly made, seconded and carried, the fol- 
lowing officers were nominated for election by the Association 
for the following year: President-Elect, Dr. Hamilton W. Mc- 
Kay, Charlotte, North Carolina; First Vice-President, Dr. Curtice 
Rosser, Dallas, Texas; Second Vice-President, Dr. Donald W. 
Smith, Miami, Florida; member, Board of Trustees, Dr. Lucien 
A. LeDoux, New Orleans, Louisiana. 

The Council went on record as expressing its appreciation for 
the work Dr. LeDoux has done and his splendid contribution 
to the Association. 

The Council voted to accept the cordial invitation of the 
Campbell-Kenton County Medical Society of Northern Kentucky, 
to meet in Cincinnati, for the meeting next year, November 
14-17, 1949. 

Dr. LeDoux presented an unofficial invitation to meet in New 
Orleans, Louisiana, in 1950 (official invitation is to follow from 
the Orleans Parish Medical Society). This provisional invitation 
was accepted for the record. 

It was approved that a suitable letter be sent to the Con- 
vention Manager of Atlantic City expressing appreciation for 
the invitation to the Association to hold its convention in that 
city, and to express regrets and explain why it could not do so. 

It was also voted that a note be sent to the Secretary- 
Manager instructing him to present alternate cities if possible 
in which conventions could be held and that this should be 
done at least three years ahead of the scheduled meeting. 


At this time the meeting was adjourned. 
Signed, CARROLL M. POUNDERS, M.D., Chairman. 


Corrected copy reviewed and approved, Oklahoma City, Okla- 
homa, February 11, 1949. 
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MEDICAL NEWS continued from page 448 


and Dr. A. L. Horton, Secretary-Treasurer, all of Cartersville. 

Bulloch-Candler-Evans Medical Society has elected Dr. Frank 
B. Mitchell, Jr., Metter, President; Dr. W. E. Floyd, Statesboro, 
Vice-President; and Dr. R. L. Kennedy, Metter, Secretary- 
Treasurer. 

Carroll-Douglas-Haralson Medical Society has installed Dr. C. 
H. Allen, Bremen, President; and elected Dr. A. Steve Worthy, 
Carrollton, President-Elect; Dr. R. E. Hamilton, Douglasville, 
Vice-President; and Dr. Elwyn V. Patrick, Carrollton, Secretary- 
Treasurer. 

Clark County Medical Society has elected Dr. H. B. Harris, 
President; Dr. James A. Green, Jr., Vice-President; and Dr. 
Goodloe Y. Erwin, Secretary-Treasurer, all of Athens. 

Coffee County Medical Society has elected Dr. Sage Harper, 
President; Dr. Bascom O. Quillian, Vice-President; and Dr. 
Horace G. Joiner, Secretary-Treasurer, all of Douglas. 

Coweta County Medical Society has elected Dr. George P. 
Kinnard, President; Dr. H. D. Meaders, Vice-President; and 
Dr.’ G. W. Hammond, Secretary-Treasurer, all of Newnan. 

Crisp County Medical Society has elected Dr. C. E. McArthur, 
Dr. O. T. Gower, Jr., Secretary-Treasurer, both of 

rdele. 

Fulton County Medical Society has installed Dr. Stephen T. 
Brown, President; and elected Dr. A. O. Linch, President-Elect; 
Dr. F. Kells Boland, Jr., Vice-President; and Dr. A. Worthy 
Hobby, Secretary-Treasurer, all of Atlanta. 

Hart County Medical Society has elected Dr. George T. Har- 
per, Dewy Rose, President; and Dr. Louis G. Cacchioli, Hart- 
well, Secretary-Treasurer. 

Mitchell County Medical Society has elected Dr. J. G. Cro- 
vatt, Camilla, President; Dr. J. C. Brim, Pelham, Vice-President; 
and Dr. D. P. Belcher, Pelham, Secretary-Treasurer. 

Morgan County Medical Society has elected Dr. J. H. Nichol- 
son, President; and Dr. W. C. McGeary, Secretary-Treasurer, 


Polk S. Land, Secretary-Treasurer, all of Columbus. 
Newton County Medical Society has elected Dr. W. J. Huson, 
President; and Dr. Clarence B. Palmer, Secretary-T: a 
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Dr. W. D. Jarrett, Jr., Macon, Vice-President; and Dr. £, C. 
McM Macon, Secretary. 


DEATHS 


Dr. William Abraham Bostick, Milledgeville, aged 69 died 
recently of a heart attack. : 

Dr. Thomas Savage Clay, Savannah, aged 81, died 

Dr. George Linton Touchton, Savannah, aged 65, died poe 
of a heart attack. 


KENTUCKY 


Kentucky State Medical Association will hold its next annual 
meeting at , October 6-9, under the presidency of Dr 
C. A. Vance of Lexington. Dr. Bruce Underwood, Louisville, ig 


tary. 

Carter County Medical Society has elected Dr. W. H. Wheeler 
President; and Dr. J. Watts Stovall, Secretary. . 

Harlan County Medical Society has elected Dr. J. A. Mullen, 
Benham, President; Dr. R. J. Seebold, Closplint, Vice-President: 
and Dr. Philip J. Begley, Secretary-Treasurer. 4 

Rockcastle County Medical Society has elected Dr. George 9. 
Griffith, Mt. Vernon, President; Dr. Walker Owens, Vice-Presi. 
dent; Dr. Robert G. Webb, Livingston, Secretary-Treasurer. 

Dr. James Keightley, Harrodsburg, has opened offices with 
Dr. D. Hunter Coleman and Dr. T. O. Meredith. 

Dr. Elmer L. Henderson, Louisville, Chairman of the Board 
of Trustees of the American Medical Association, is one of four 
representatives who attended a six-day meeting of the Pan Ameri- 
can Confederation at Lima, Peru, in February. 
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both of Covington. 

Upson County Medical Society has elected Dr. J. Morgan 
Kellum, President; Dr. Wm. Pruitt Woodall, Vice-President; 
and Dr. Herbert D. Tyler, Secretary-Treasurer, all of Thomaston. 

Wayne County Medical Society has elected Dr. J. W. Yeomans, 
President; Dr. J. A. Leaphart, Vice-President; and Dr. Fred M. 
Harper, Secretary-Treasurer, all of Jesup. 

Wilcox County Medical Society has elected Dr. J. A. Bussell, 
Rochelle, President; Dr. S. B. Ellis, Pitts, Vice-President; and 
Dr. J. D. Owens, Rochelle, Secretary-Treasurer. 

Crawford W. Long Memorial Hospital, Atlanta, on March 30, 
observed that day as “Doctor’s Day” in honor of Crawford W. 
Long, who one hundred and seven years ago first used ether 
anesthesia in a surgical operation, performed in Jefferson. The 
occasion was further celebrated that night with a supper and 
party given by the Fulton County Medical Society when a portrait 
of Dr. Long was unveiled. 

St. Joseph Hospital, Savannah, has named Dr. John E. Porter, 
President. 

Chatham-Savannah Health Council has reelected Dr. Ruskin 
King, Savannah, President; and elected Dr. Robert Oliver, 
President-Elect; and Dr. G. H. Lang and Dr. Anne Hopkins, 
Trustees. 

Dr. E. H. Kalmon, Jr., has returned to Albany from Vander- 
bilt University Hospital, Nashville, Tennessee, where he has been 
a member of the X-Ray Department since 1946. He is Radiologist 
at Phoebe Putney Hospital, Albany. 

Dr. H. L. Erwin, Dalton, has been elected Chairman, Whit- 
one ane Board of Health at a recent organization meeting 
or 1 

Dr. William A. Dodd, formerly of Macon, is associated with 
Coleman Hospital, Dublin. 

Dr. Abe J. Davis, Augusta, has been reappointed Health 
Commissioner for Richmond County for a four-year term. 

Dr. James J. Croley, LaFayette, has resigned as Health Com- 
missioner of Walker, Dade and Catoosa Counties and has returned 
to his former home at Williamsburg, Kentucky. 

Lamar County Board of Health has reelected Dr. J. A. Corry, 
Barnesville, Chairman; and has elected Dr. S. B. Traylor, Mayor 
of Barnesville, Vice-Chairman; and Dr. T. O. Vinson, Griffin, 
Secretary. 

Dr. Courtney C. Brooks, Cumming, has purchased the hos- 
pital and residence of Dr. W. E. Burdine at Blue Ridge, and 
took charge of the hospital on April 1. 

Mercy Hospital, Macon, has named Dr. William W. Baxley, 
Macon, President; Dr. James B. Kay, Byron, President-Elect; 


An Assistant Medical Director is needed at Jefferson Tuberculosis 
Sanatorium, Birmingham, Alabama. Man or woman considered 
if he has had at least one year’s experience in Tuberculosis, 
For particulars write to Dr. Arthur J. Viehman, Jefferson 
Tuberculosis Sanatorium, Birmingham, Alabama. 


RABBITS: Bucks and virgin does, all ages for laboratory use, 
Contact—Dixieland Rabbit Farm, Atmore, Alabama. 


MEMORIAL CANCER CENTER offers two-year residencies in 
anesthesiology to graduates from approved Medical Schools who 
have had at least one year of approved internship. One year 
Fellowships in Anesthesiology available to physicians who have 
completed at least one year of training in anesthesiology. For 
further information write to Dr. Olga Schweizer, Memorial Ho 
pital, 444 East 68th Street, New York 21, New York. 


WANTED—Graduates Class A medical school, member good 
standing medical association, for mental hospital. Age limit 60. 
Experience in psychiatry desirable but not essential. Nice resi- 
dencies. Two colleges in immediate vicinity. Submit full informa- 
tion, three references and recent small photograph first letter. 
Address P. O. Box 325, Milledgeville, Georgia. 


FOR SALE in Florida city of 25,000 population, modern office 
equipment connected with a $25,000 practice. Retiring May 1, 
1949. Contact RSR, c/o SMJ. 


FOR SALE—Eye, Ear, Nose and Throat practice and equipment. 
Excellent Central Carolina location. Population 25,000 with 
— in a radius of twenty miles. Write KDK, 
c/o . 


HEALTH OFFICERS—Vacancies in County and District Depatt- 
ments. Salary, $6,600 to $8,500, upon training and 
ence. Must be licensed or eligible for licensure in North 
Opportunity for advancement based on merit. Write Dr. J. W. R 
Norton, State Health Officer, Raleigh, North Carolina. 


FOR SALE—Used Bausch and Lomb Microscope with accessories 
and case. Perfect condition. Contact J. A. C., c/o SMJ. 


both of Madison. 
Muscogee County Medical Society has elected Dr. Roy L. 
Gibson, President: Dr. Luther H. Wolff, Vice-President; and Dr. PO 
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Making your 
D Often the road ahead seems to lead nowhere. . . 
reams Many a young doctor then turns to us, eager to get 
materialize on and complete his training. It may be a resi- 
dency, or the finding of an assistantship. 


His ambition may be teaching or research. He may 
be ready for practice and want a partnership or asso- 
ciation with a clinic. 


BOR 


We help make these dreams materialize by bringing 
together outstanding men and opportunities. 


Our roster contains an exceptional group of men and 
opportunities in all branches of Medicine. Let us 
know your requirements. 


BURNEICE LARSON, Director 


THE MEDICAL BUREAU 
V Palmolive Bldg., at 919 N. Michigan Ave. 


CHICAGO.---ILLINOIS 


THE NEW YORK POLYCLINIC 


MEDICAL SCHOOL AND HOSPITAL 
(ORGANIZED 1881) 


(The Pioneer Post-Graduate Medical Institution in America) 
FOR THE EYE, EAR, NOSE and THROAT 
GENERAL SURGEON 


comme ened A three-months combined full-time refresher course 
gery, traumatic surgery, abdominal surgery, gastro- consisting of attendance at clinics, witnessing opera- 
1 1 1 


ey, By gi 1 surgery, uro) ogical tions, lectures, demonstration of cases and cadaver 
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> of 5 "lel Gama demonstrations; operative eye, ear, nose and throat on 
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eratively and follow-up in the wards postoperatively. the cadaver; cl 1 and demonstrations bs 
Pathology, genology, physical th hesi bronchoscopy, laryngeal surgery and surgery for facial 
Cadaver d ations in gi 1 y> palsy; refraction; Ainl gy; P hol gy; + Sy; 
Operative surgery embryology; physiology; neuro hesia; 
operative gynecology on the cadaver. physical therapy; allergy; examination of patients 
preoperatively and follow-up postoperatively in the 


wards and clinics. 
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For the GENERAL PRACTITIONER 


instruction those subjects which 
are of particular interest to the physici in g 
Practice, consisting of clinics, lectures and demonstra- ANESTHESIA 

tions in the following depar dicine, pediatrics, - . 

cardiology, arthritis, chest diseases, gastroenterology, A three months full-time course covering general and 
diabetes, allergy, der logy, neurology, minor surgery, regional anesthesia, with special demonstrations in the 


clinical gynecology, proctology, neclogr, vascular clinics and on the cadaver of caudal, spinal, field blocks, 


diseases, fractures, urology, otolaryngo » pathology, ‘: A xygen 
radiology. The class is expected to atte ete.5 anesthesia, 
general conferences. therapy, resuscitation, aspiration bronchoscopy. 


FOR INFORMATION ADDRESS 
MEDICAL EXECUTIVE OFFICER, 345 West 50th Street, NEW YORK 19, N. Y. 


| 


63 

1949 
died 

3 a Y 

New, 

| 

| 


SOUTHERN MEDICAL JOURNAL 


THE SEVENTEENTH ANNUAL ASSEMBLY 


of 


The 


Southeastern Surgical Congress 


will be held at 
THE BUENA VISTA HOTEL 
BILOXI, MISSISSIPPI 
May 23, 24, 25, 26, 1949 


The following surgeons will appear on the program: 


DR. OSLER A. ABBOTT, Atlanta 
The Surgical Aspect of Bilateral Bronchiectasis 


DR. CHARLES T. BERRY, Greenville, Miss. 
Intramedullary Pinning of Fractures of the Shaft of 
the Femur 


DR. EVERETT BISHOP, Atlanta 
The Diagnosis of Cancer by Smear Technic 


DR. TRUMAN G. BLOCKER, JR., Galveston 
Reconstructive Surgery of Congenital and Traumatic 
Deformities of the Face 


DR. CLYDE F. BOWIE, Anderson, S. C. 
Injuries to the Genito-Urinary Tract 


DR. HOWARD H. BRADSHAW, 
Winston-Salem, N. C. 


DR. R. W. POSTLETHWAIT, Winston-Salem, N. C. 
Deaths Following Vagotomy 


DR. G. V. BRINDLEY, Temple, Texas 
DR. F. M. COVERT, Temple, Texas 


DR. S. McL. LONG, Temple, Texas 
Massive Hemorrhage from the Upper Digestive Tract 
with Special Reference to Peptic Ulcer 


DR. H. D. BRUNER, Chapel Hill, N. C. 
The Research Program of the Medical Division of the 
Oak Ridge Institute of Nuclear Studies 


DR. RALPH M. CAULK, Washington, D. ¢, 
Surgeon-Radiologist Relation in Medical Practice 


DR. GILBERT DOUGLAS, Birmingham 
The Human Ovary: Am I My Brother's Keeper? 


DR. DEAN H. ECHOLS, New Orleans 
Diagnosis and Treatment of Intracranial Aneurysms 


DR. GEORGE H. EWELL, Madison, Wisconsin 
Vesical Dysfunction Following Abdominoperineal 
Rectosigmoidectomy 


DR. LOUIS P. GOOD, Texarkana, Ark. 
Disseminated Calcification of the Pancreas 


DR. WALTER G. HAYNES, Birmingham 
Surgical Treatment of Protruded Intervertebral 
Cervical Disc 


DR. E. L. HENDERSON, Louisville 
DR. J. LUTHER FULLER, Louisville 
Total Versus Sub-Total Hysterectomy 


DR. EDMUND HORGAN, Winchester, Va. 
Safety Measures in Operations on Gallbladder an 
Bile Ducts 


DR. C. C. HOWARD, Glasgow, Ky. 
What Should the General Surgeon Do With His 
Prostatic Patient? 
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DR. W. H. IVEY, Jasper, Ala. DR. NEAL OWENS, New Orleans 
Saddle-Block Anesthesia in Obstetrics Treatment and Rehabilitation of the Patient With 
Skin Cancer 


DR. FRANKLIN JELSMA, Louisville 
Surgical Treatment of Hypertension DR. CAYETANO PANETTIERE, Miami Beach 
Carcinoma of the Corpus Uteri 


DR. WILLIAM ALLEN JOHNS, Richmond 
Diverticulitis of the Colon DR. HAYWARD S. PHILLIPS, Atlanta 
Spinal Anesthesia and Some of Its Modern Aspects 


DR. JAMES A. KIRTLEY, JR., Nashville, Tenn. 
Some Results of Arterial Spasm in Peripheral DR. J. U. REAVES, Mobile, Ala. 
Vascular Diseases Epidermoid Carcinoma of Ureter. Report of a Case 


DR. PAUL KIMMELSTIEL, Charlotte, N. C. DR. DON C. ROBERTSON, Orlando, Fla. 
Botryomycosis (Actinophytosis) with Particular Colostomy Closure. Experiences Gained in the Man- 
Reference to Its Surgical Significance agement and Closure of Colostomies During 

World War II 


DR. PETER LADEWIG, Montgomery, W. Va. 
Does the Pathologist Need the Clinicians’ DR. CLAIRE L. STRAITH, Detroit 
Collaboration? DR. JOHN R. LEWIS, JR., Atlanta 
Plastic Surgery Treatment of Dermatologic Lesions 


DR. CHARLES J. LEMMON, JR., Columbia, S. C. 
DR. JOE E. FREED, Columbia, S. C. DR. MAX THOREK, Chicago 
Results of Prefrontal Leukotomy at the South Megacolon (Hirschsprung’s Disease ) 
Carolina State Hospital 


° DR. CHARLES E. TROLAND, Richmond 
DR. WILLIAM B. MacCRACKEN, Neurosurgical Procedures for Relief of Intractable 
Huntington, W. Va. Pain 
DR. FRANCIS A. SCOTT, Huntington, W. Va. 
End Result Study of Spinal Fusion With DR. GEORGE E. TWENTE, J . 
Screw Fixation Post-Cholecystectomy Pain 


DR. FRANCIS M. MASSIE, Lexington : 
The Causes and Treatment of Postoperative Common DR. CURTIS TYRONE, New Orleans 
Duct Stricture Genital Fistula 


DR. EXUM WALKER, Atlanta 
DR. BARTON McSWAIN, Nashville, Tenn. : : 
Arterial Aneurysms: Clinical Manifestations, Opera- The Control of Pain by Neurosurgery 
tive and Postoperative Treatment and 
Results of Treatment DR. FURMAN WALLACE, Spartanburg, S. C. 
DR. E. M. COLVIN, Spartanburg, S. C. 


DR. CHARLES NEILL, Jackson, Miss. Diseases of the Biliary Tract Associated With 


DR. LUDWIG SEGERBERG, Louisville Cholelithiasis 


Brain Abscess Following Penetrating Wounds 
DR. HARWELL WILSON, Memphis 


. Stricture of the Common Bile Duct: 
DR. LEWIS M. OVERTON, Etiology and Treatment 


Albuquerque, New Mexico 

Degenerative Changes in the Cervical Spine as a 
Common Cause of Pain in the Shoulder and DR. PETER B. WRIGHT, Augusta, Ga. 
Upper Extremity Supracondylar Fractures of the Humerus 


Write Dr. B. T. Beasley, 701 Hurt Building, Atlanta 3, Georgia 
for information about the Assembly. 


Write the Hotel Manager for Reservations. 
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Continued from page 454 


An appropriation of $400,000 has been approved for the con- 
struction of Logan County Hospital at Russellville. 

Booth Hospital, Covington, has chosen Dr. George Burger, 
President-Elect. Dr. W. Vinson Pierce is the incoming President; 
Dr. William L. Heusing, Vice-President; and Dr. George Hermann, 
Secretary-Treasuter. 

Dr. Fred Welte has been elected President of the surgical and 
medical staff of Speers Memorial Hospital, Dayton. 

Hayswood Hospital, Maysville, has elected Dr. B. F. Allen, 
Flemingsburg, President, succeeding Dr. J. M. Stevenson, Brooks- 
ville. The staff officers elected are Dr. M. E. Pollack, Wash- 
ington, Vice-President; and Dr. W. H. Cartmell, Maysville, 
Secretary-Treasurer. 

Dr. Woodford B. Troutman, Treasurer, Kentucky State Medical 
Association, Louisville, has been appointed President of the Medi- 
cal Staff of St. Joseph’s Hospital, in that city. 

Dr. J. R. Duley, a native of Adairville, has opened offices for 
the practice of medicine in Russellville, being associated with Dr. 
L. E. Johnson. 

Dr. J. Murray Kinsman, Professor of Medicine and a member 
of the school faculty for nineteen years, has been appointed 
Dean, University of Louisville School of Medicine, Louisville, 
effective July 1, succeeding Dr. John W. Moore. Dr. Kinsman 
is President, Jefferson County Medical Society. 

University of Louisville School of Medicine, Louisville, in 
September 1947 by means of a federal grant of $13,309 under 
the terms of the National Mental Health Act, started a psychi- 
atric social work course at its Kent School of Social Work. This 
school having recently been approved by the American Associa- 
tion of Psychiatric Social Workers places it in a select group 
of seventeen accredited psychiatric social work schools in this 
country, only two of which are in the South. 

A professorship has been established for research into heart 
diseases at the University of Louisville School of Medicine, Louis- 
ville, designated “The Alben W. Barkley Chair of Medicine.” 
Dr. John Walker Moore will assume the professorship on his 
retirement as Dean of the Medical School July 1. The gift to 
the University of the $10,000 Collier's Magazine Award, which 
Vice-President Barkley received last year for distinguished public 
service, provides funds for the first phase of the project. Mr. 


RADON 


GRAYBAR BLDG. 


May 1949 


Barkley, whose wife died two years ago of heart disease, hopes 
the fund will be increased from other sources to be used for 
research into heart diseases. 


DEATHS 


Dr. George C. Collins, Wheatcroit, aged 71, died recently 

Lo Francis Preston Gudgell, Owingsville, aged 88, died te 
cently. 

Dr. Walter William Leslie, New Castle, aged 80, died r 
of carcinoma of the rectum. 

Dr. Charles Carey Maupin, Louisville, aged 60, died recently 
of carcinoma of the pancreas. , 

Dr. Gilmour M. Roberts, Maceo, aged 76, died Tecently of 
angina pectoris. 

Dr. Otis Elmer Senour, Erlanger, aged 67, died recently. 

Dr. Colbert Stepp, Hatfield, aged 76, died recently. ~ 


ecently 


LOUISIANA 


National Malaria Society at_its 3ist annual meeting held con. 
jointly with the American Society of Tropical Medicine, the 
American Academy of Tropical Medicine, and the American 
Society of Parasitologists in New Orleans, installed Dr. Wendel} 
Gingrich, Galveston, Texas, President; and elected Dr. Paul F 
Russell, New York City, President-Elect; Dr. Ernest Carroll 
Faust, New Orleans, Vice-President; Mr. H. W. Van Hovenberg 
Mt. Pleasant, Texas, Director for a three-year term: Mr. Frederick 
L. Knowles, Memphis, Tennessee, Editor; and Dr. Martin D 
Young, Columbia, South Carolina, Secretary-Treasurer, reelected. 

The first urological seminar in the southeastern section, a 
Postgraduate Seminar sponsored by the American Urological Asso- 
ciation, was held in New Orleans in April under the chairmanship 
of Dr. Hamilton W. McKay, Charlotte, North Carolina. 

Southern Baptist Hospital, New Orleans, recently elected Dr. 
Robert M. Willoughby, President; Dr. E. Garland Walls, Vice- 
President; Dr. Norton Voorhies, Secretary; and Dr. Joseph Wells, 
Treasurer. 

Touro Infirmary, New Orleans, has appointed Dr. Julian Gray- 
barth, Chairman of the Medical Executive Committee; Dr. Wil 


Continued on page 68 


OR safety and reliability use composite Radon seeds in your 
cases requiring interstitial radiation. The Composite Radon 
Seed is the only type of metal Radon Seed having smooth, 
round, non-cutting ends. In this type of seed, illustrated 
here highly magnified, Radon is under gas-tight, leak-proof 
seal. Composite Platinum (or Gold) Radon Seeds and 
loading-slot instruments for their implantation are available 
to you exclusively through us. Inquire and order by mail, 
or preferably by telegraph, reversing charges. 


THE RADIUM EMANATION CORPORATION 
Telephone MO 4-6455 < 


NEW YORK, Ni. Y. 
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Two photoflood 
lamps are placed 
at the same level 
as the hands and 
camera, and equi- 
distant from the 
subject. 


Picture the 
patient's 


progress 
with photograph... after photograph 


For long projection distances . . . for big, bril- 
liant screen images, with 2x2-inch slides, the use of 
Kodaslide Projector, Master Model, is becoming stand- 
ard practice. It transmits light in remarkable strength 
and purity. It is easy to operate—just plug in and flip 
a switch ... tilt by twisting a single knob. . . focus 
by rotating the lens. And it can be adapted for office 
or assembly hall merely by choosing the appropriate 
Kodak projection lens. For further information about 
this product, see your nearest photographic dealer 
...0r write to Eastman Kodak Company, Medical 
Division, Rochester 4, N. Y. 


Major Kodak products for the medical profession 
X-ray films; x-ray intensifying screens; x-ray processing chemicals; electro- “Kodak” is @ trade-mark 
cardiographic papers and film; cameras—still- and motion-picture; projectors — 
still- and motion-picture; enlargers and printers; photographic films—color 
and black-and-white (including infrared); photographic papers; photographic 
processing chemicals; synthetic organic chemicals; Recordak products. 


Serving medical progress through Photography and Radiography 


949 67 
hopes 
1 for 
ly. 
| con- 
n| — 
on, 
Avo 
anshi 
Vice- 
P 
TH 
y 
f 
odak | 


SOUTHERN MEDICAL JOURNAL 


motts 


HE ANTI-/ NIACAI 
RINSE FOR T DIAPERS 


TABLET 


OINTMENT FOR DAY CARE 


Pacscribed together - 
ELIMINATE CAUSE OF DIAPER RASH! ; 


Division . 
® HOMEMAKERS’ PRODUCTS CORPORATION 
380 Second Avenve, New York 10, N.Y. 
26-48 Catedenia Reed, Terente 10, Cenede 
Please send me, without cost, literature and somples of DIAPARENE Tablets 
end Olntment to eliminate couse of diaper rash (ommonia dermatitis) ond os 
en adjunct treatment and deodorant for the side effects of incontinence. 


MAIL THIS COUPON TODAY 


May 1949 


Continued from page 66 
liard R. Wirth, Vice-Chairman; and Dr. Stanley Cohen, Secre 


tary. 

Catholic Physicians Guild, New Orleans, has installed Dr, Walter 
J. Otis, President; Dr. Val Fuchs, Vice-President; Dr. 
Nelson, Secretary; Dr. P. A. Boudreaux, Treasurer; and Dr, N. F 
Thiberge, Dr. E. J. Richards and Dr. J. O. Weilbaecher Ss. 
members of the Board of Directors. . a 

Dr. Guy Caldwell, New Orleans, was elected President, Ameri. 
can Academy of Orthopedic Surgeons, at its sixteenth annual 
meeting held in Chicago in January. Dr. Caldwell wil] take 
office in 1950. 

Dr. Vincent J. Derbes, Instructor in Medicine, Tulane Uni. 
versity School of Medicine, New Orleans, has been a a 
grant-in-aid of $3,500 by the Upjohn Pharmaceutical Company 
Kalamazoo, Michigan. The grant will be used for studies of 
some of the newly developed drugs used for relief of asthma 
and similar conditions. 


DEATHS 


Dr. Augusto de Mier Alonso, Lafayette, aged 31, died recently 
as the result of an automobile accident. 

Dr. Rupert Butler, Springhill, aged 70, died recently. 

Dr. Charles Williams Lewis, Eunice, aged 51, died recently of 
cerebral hemorrhage. 

Dr. George Hampden Upton, New Orleans, aged 66, died re- 
cently of thrombosis. 


MARYLAND 


DeEaTHS 


Dr. James Lewald, Laurel, aged 61, died February 3. 

Dr. Joseph K. Shriver, Jr., Cambridge, aged 71, died recently 
of coronary occlusion and hypertension. 

Dr. Edwin Henry Hayman, Ocean City, aged 80, died recently 
of coronary thrombosis. 

Dr. Milton Hughes Christie, Unity, aged 90, died recently of 
coronary occlusion. 


Continued on page 70 
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A few turns of the 
handle quickly purees 
cooked vegetables and 
fruits fine enough for in- 
fant foods and adult smooth 
diets. Strains and separates all 
skins, seeds, fibres. Handy one 
quart Baby Size Foley Food Mill 
$1.69. Two quart Household Size 
$1.98. Sold at Department and 
Hardware Stores. 

Professional offer to Doctors 
1 only (either size), $1.25 postpaid 
*Trade Mark Reg. U. S. Pat. Off. 


Baby Size 
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FOOD 
MILL 


PROFESSIONAL OFFER 


FOLEY MFG. CO. 
3317-5 N.E. 5th St., Minneapolis, Minn. 
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aco REACO PRODUCTS 


DurHAM, NortH CAROLINA 


Dear Doctor: 


Excellent formulae which are reasonably priced are a tradition with our products. 
You may prescribe with confidence REAVITA Capsules and A.E.P. Tablets. 


Reavita Capsules A.E.P. Tablets 
Each capsule contains: Each tablet contains: 
Vitamin D 1000 U.S.P. Units Aminophyllin 1% Gre. 
Phenobarbital % Ge. 
Calcium Pantothenate 5 mg. 
Alpha Tocopherol _......... 5 mg. 


Ask your druggist to keep a supply on hand fer your prescriptions. 
Kindest personal regards, 


I. T. Reamer, President 
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Continued irom page 68 
MISSISSIPPI 


Mississippi State Medical Association will hold its next annual 
meeting in Biloxi, Buena Vista Hotel, May 10-12. 

Southeastern Surgical Congress will meet in Biloxi, Buena 
Vista Hotel, May 23-26. Dr. B. T. Beasley, Atlanta, Georgia, 
is Secretary. 

Mississippi Obstetrical and Gynecological Association will meet 
at Biloxi, Buena Vista Hotel, on the evening of May 9 


DEATHS 


Dr. Edith Loeber Ballard, Bay St. Louis, aged 73, died recently 
of carcinoma of the colon with metastases. 

Dr. Robert Clarence Lowry, Boyle, aged 68, died recently. 

Dr. William Thomas Collum, Fulton, aged 72, died recently. 


MISSOURI 


Dr. Lawrence T. Post, St. Louis, is the recipient of the Leslie 
Dana Gold Medal for 1948, a national award given annually for 
outstanding achievement in the prevention of blindness and the 
conservation of vision. He was selected for this honor by the St. 
Louis Society for the Blind, through which the medal is offered 
by Mr. Leslie Dana of St. Louis. Dr. Post is Professor of 
Clinical Ophthalmology and head of the Department of Ophthal- 
mology at Washington University Medical School; and Ophthal- 
mologist-in-Chief at Barnes Hospital, McMillan Hospital, St. 
Louis Children’s Hospital and the Washington University Clinics. 

Ste. Genevieve County Medical Society has elected Dr. A. E. 
Sexauer, President; Dr. C. J. Clapsaddle, Vice-President; and Dr. 
R. W. Lanning, Secretary-Treasurer. 

Dr. C. E. Hyndman, St. Louis, has been installed as President, 
St. Louis Surgical Society. 

Dr. Herbert L. Mantz, Kansas City, represented the National 
Tuberculosis Association at a meeting of the Latino-Americana 
De Sociedes De Tisiologia in Mexico City in January. 

Dr. H. R. McCarroll, St. Louis, has been elected Treasurer, 
American Academy of Orthopedic Surgeons. 
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Dr. Carl F. Vohs, St. Louis, has been appointed by the Counci] 
on Medical Service of the American Medical Association on the 
Blue Shield Commission of the Associated Medical Care Plans. 


DEATHS 


Dr. George A. Bradford, Columbia, aged 83, died recently, 

Dr. Andrew D. Bridges, Portland, aged 93, died recently of 
pneumonia. 

Dr. Alexander E. Dalton, Cape Girardeau, aged 84, died Te 
cently of heart disease. , 

Dr. Theodore Jordan Drisdel, Greenfield, aged 68, died recently 
of heart disease. 

Dr. Emmett R. Lindley, Stanberry, aged 75, died Tecently of 
heart disease. 

Dr. James Atkinson Smith, St. Louis, aged 67, died Tecently 
of pneumonia. 

Dr. James Edward Smith, Rolla, aged 60, died recently, 

Dr. Chiles Lester Keithly, Milo, aged 75, died recently of heart 
disease. 

Dr. George Edwin Knappenberger, Kansas City, aged 60, died 
recently of coronary thrombosis. 

Dr. Frank Hyde, Eminence, aged 77, died recently. 

Dr. Eugene W. Shrader, Moberly, aged 76, died recently. 

Dr. Joseph J. Bansbach, St. Joseph, aged 73, died recently. 

Dr. Alexander G. Wooldridge, Butler, aged 43, died recently. 

Dr. George H. Moreland, Kansas City, aged 64, died recently, 


NORTH CAROLINA 
Carteret County Medical Society has elected Dr. Frank E, 
Hyde, Beaufort, President; and Dr. S. W. Hatcher, Morehead 


City, Secretary-Treasurer. 
Dr. Monroe T. Gilmour and Dr. Horace H. Hodges, Charlotte, 


of internal medicine. 
Continued on page 72 


from this dread disease. 


‘*FIGHT 
CANCER”’ 


Trite words? Not when you know the tragic 
facts of which these words are sum and sub- 
stance. Last year more than 200,000 Ameri- 
cans died of cancer—rich and poor, young 
and old. Research and education are our most potent weapons in 
the war on cancer. Your contribution is needed to carry on the 
fight—to wipe out cancer—to guard yourself and your loved ones 


AMERICAN CANCER SOCIETY 


70 
diagnosis. 
Dr.” Edwin A. Rasberry, Jr., is associated with the Wilson 
Clinic of the Woodard-Herring Hospital, Wilson, for the practice 
wi 
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exclusive 


The Mahorner Thyroid Retractor represents a 

marked advance in functional design making for greater 
ease and efficiency in use. Designed so that the main 
portion of the instrument is recessed into the lateral 
spaces around the neck, the Mahorner holds the open skin 
and subcutaneous tissues securely.* It has no handles 

to slip or impede an assistant. For easy, controlled 
adjustment to the desired width of the opening, an 
ingenious sustaining rod slides on a track and is 

locked by 2 thumb screws. 


*See New Orleans Med. & Surg. Jn'l., 
poges 10, 11, vol. 101, No. 1, July, 48. 


No. A2S253. Mahorner Thyroid Retractor, 
stainless steel, each..........---- $39.50 


a. s. aloe 


1831 Olive St. + St. Louis, Mo. 


049 
the 
_Mahorner 
ctice 
recessed for unobtrusive use. 
j 


to 


Continued from page 70 


Dr. Cecil J. Hawes is associated with Dr. G. Aubrey Hawes, 
forming the Hawes Urology Clinic in Charlotte. 

Dr. Parker R. Beamer, formerly a member of the Department 
of Pathology, Washington University Medical School, St. Louis, 
Missouri, has been appointed Professor of Microbiology and 
{mmunology and Associate Professor of Pathology, Bowman Gray 
School of Medicine of Wake Forest College, Winston-Salem, 
effective July 1. 

Bowman Gray School of Medicine of Wake Forest College, 
Winston-Salem, recently appointed Dr. John W. Frazier, Salis- 
bury, Assistant in Clinical Urology; Dr. Ruth O’Neal and Dr. 
Martha K. Reese, Assistants in Clinical Pediatrics; Dr. A. Ben- 
jamin Denison, Associate in Physiology and Pharmacology; Dr. 
William B. Alsup, Assistant in Clinical Otorhinolaryngology; Dr. 
Henry L. Valk and Dr. William Jack Hunt of High Point, and 
Dr. E. Reid Bahnson ard Dr. A J. Tannenbaum of Greensboro, 
Assistants in Clinical Medicine. 


and approved 
COMMISSIO 
STANDARDIZATION 
BIOLOGICAL STAIN 


Prepared according to the 
formula of L. R. Lillie, Jl. 
Lab. & Clin. Med. 28:15, 
1872-1875, (Dec.) 1943. 


Our Giemsa Stain is made in our 
own laboratories and is fully equal to any 
made anywhere in the world. Exclusively 
prepared to provide the hematologist with 
a prod of ung ionable reliability and 
uniformity. We invite your inquiries. 


Write for our complete cata- 
log of Lab y Reag 
and supplies. 


GRADWOHL 


LABORATORIES 
R. B. H. Gradwohl, M. D.,Director 
3514 Lucas Av. St. Louis, Mo. 
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Dr. W. M. Nicholson, Assistant Professor of Medicine Duke 
University School of Medicine, Durham, has been appointed to 
represent the School on the Editorial Board of the North Caro. 
lina Medical Journal, filling the vacancy created by the loss of 
yay d Miss M 

r. Louis Gordon Sinclair and Miss Martha Eli vi 
both of Raleigh, were married recently. aabeth Nive, 

Dr. Sameul L. Parker, Jr., and Miss Frances Carr, both of 
Durham, were married recently. . 

Dr. Claude Lowry Pressly, Statesville, and Miss Margaret 
Amelie Machlin, Washington, D. C., were married recently, 


DEATHS 
Dr. Joshua Judson Davis, Smyrna, aged 80, died recently while 
undergoing an operation for carcinoma. 
Dr. Ira May Hardy, Kinston, aged 74, died recently. 


Continued on page 74 


SPECIFIC THERAPY 
SPECIFIC POTENCY 


For oral anti-anemia ther- 
apy, more and more physi- 
cians specify ‘‘Valentine”’ 
liver products.Each 45cc.of 


Liguid 
‘EXTRACT of LIVER 
“VALENTINE” u.s.P.) 


represents 1 U.S.P. Oral Unit containing 
the important Cohn-Minot and Whipple 
fractions, as well as over twice M.D.R.ribo- 
flavin per fluidounce. In 8 fl. oz. bottles. 


For intramuscular use, specify 


LIVER INJECTION CRUDE U.S.P. 


“VALENTINE” 
(1 U.S.P. Injectable Unit per cc.) In 10 cc. vials 


Valentine Co. 


Since 187! 


Sacce the..- 


DISTRESSED LUNGS In Bronchial Agbme; 


POWDER SUPPOSITORIES 


H. E. DUBIN LABORATORIES, Inc., 250 East 43rd St., New York 17,N.Y. 
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Tablets HEMABOLOIDS 
with Folic Acid 


Pelle 5S mg. 


HEMABOLOIDS 
HEMABOLOIDS 
(Iron Proteinate) Alcohol (by 
FORMULAS 
~Hematinic Therapy to Meet 
Individual Requirements Toblets HEMABOLOIDS 


Presenting iron in readily assimil- with Liver Concentrate 
able protein combination. Cause 
no puckering, griping, gastric up- 
sets, discoloration of teeth, or 
constipation. 


Palatable * Well Tolerated 


THE ARLINGTON CHEMICAL COMPANY, vonxers 1, NEW YORK 


The MAY OPHTHALMOSCOPE 
simplifies and expedites 


diagnostic examinations 


Here is an excellent instrument for general ophthal- 
moscopic examination, designed to simplify and expedite 
diagnosis through incorporation of the following features: 


1. A special lamp providing a clear, uniformly illumi- 
nated area on the patient's fundus. 


2. A well-designed optical system, providing a well- 
defined cone of light by means of a special condensing 
lens and a reflecting prism. 


3. A finger-tip rheostat control for adjusting the in- 
tensity of illumination while the practitioner main- 
tains observation of the patient's eye. 


These features mean superlative performance and 
can play a major role in the increased accuracy of your 
diagnoses. The instrument is compact, attractively de- 
signed, precise. 


Model 115B Head has double lens disc giving range 
of lens powers from +29.00 to —30.00 D. 

Battery Handle No. 558, medium size, with rheostat. 
Model 115SB Head has single lens disc giving range 


Model! 1158 
of lens powers from +20.00 to — 20.00 D. Heo Fetes 


Ask your AO Representative for a demonstration. 558 Hondle 


COMPANY 
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Dr. Thomas Womack McBane, Pittsboro, aged 55, died recently. 

Dr. James Murray Washburn, Lake Lure, aged 75, died recently 
of carcinoma. 

Dr. John’ Mason Pressly, Belmont, aged 58, died recently. 


OKLAHOMA 


Oklahoma State Medical Association will hold its 56th annual 
meeting in Tulsa, Mayo Hotel, May 15-19. 

Craig County Medical Society has elected Dr. J. M. McMillan, 
President; Dr. P. Hays, Vice-President; and Dr. . H. 
Olson, Secretary-Treasurer. 

Harmon County Medical Society has elected Dr. R. H. Lynch, 
President; and Dr. C. N. Talley, Secretary. 

Pittsburgh County Medical Society has installed Dr. George 
Booth, Wilburton, President; and elected Dr. William LerBlane, 
Hartshorne, President-Elect; Dr. E. D. Greenberger, McAlester, 
Vice-President; and Dr. Homer C. Wheeler, McAlester, Secretary- 
Treasurer. 

Stephens County Medical Society has elected Dr. A. J. Weedn, 
Duncan, President; Dr. Jack Gregston, Marlow, Vice-President; 
and Dr. W. R. Cheatwood, Duncan, Secretary-Treasurer. 

Dr. Louis Buell, Shattuck, has bought an interest in the Ming- 
Kendall Clinic, Okmulgee, and is moving to Okmulgee. The 
clinic has been renamed the Buell-Kendall Clinic. 

Dr. C. L. Benson, Cherokee, has been elected First Vice- 
President, American Business Club of Cherokee. 

Dr. C. E. Cook, Jr., Cherokee, has been appointed County 
Superintendent of Health of Alfalfa County. 

Dr. Felix M. Adams and Dr. Orville L. Grigsby, Nowata, have 
combined their offices and opened a remodeled clinic. 

Dr. Poul Nesson Rolle, Seiling, will be contract physician for 
the Indian Service at Canton, spending two days each week 
there. 

Dr. A. B. Colyar, formerly of Atoka, has been appointed 
County Health Officer, Pittsburg County, and will be located at 
Poteau. 

Dr. W. G. Dunnington, Cherokee, has been appointed Santa 
Fe railroad surgeon for that locality. 


DeEaTHS 


Dr. Edgar E. Hart, Oklahoma City, aged 80, died recently of 
tumor of the prostate and paralysis. 
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Dr. Lester Pennington Smith, Muskogee, aged 48, died 
Dr. Edward Logan Underwood, Oklahoma City, aged 79. dei 
recently. 


SOUTH CAROLINA 


_ South Carolina Trudeau Society has elected Dr. J. Gordo 
Seastrunk, Columbia, President; and Dr. S. E. Miller, Geo : 
town, Secretary. : > 

York County Medical Society has elected Dr. S. J. Shippey 
Rock Hill, President; Dr. W. K. McGill, Clover, Vice-President: 
and Dr. Carl Parker, Clover, Secretary-Treasurer. ‘ 

Dr. William R. DeLoach, who recently did residence work in 
pediatrics at Bowman Gray Hospital, Winston-Salem, North Caro- 
lina, has opened offices in Greenville for the practice of his spe- 
cialty. 

Dr. L. E. Mays and Dr. H. H. Wells have opened The 
Medical Clinic, Seneca, for the practice of general medicine and 
surgery. 

Medical College of the State of South Carolina, Charleston 
has established a laboratory for the study and use of radioisotopes, 
which is under the direction of Dr. Robert B. Taft, Professor of 
Radiology. The Advisory Committee’s members are Dr. William 
M. McCord, Professor of Chemistry; Dr. Frederick E. Kredel 
Professor of Surgery; and Dr. Theodore G. Bernthal, Professor of 
Physiology. 

South Carolina Health Council, organized in Florence, to 
strengthen and develop a full health program for the state " was 
granted a charter February 17. Dr. Harold S. Gilmore, Nichols 
is Chairman of the Council; Dr. M. L. Meadors, Florence. 
Secretary; and Dr. R. L. Dougherty, Columbia, Treasurer. ° 

Second District Medical Society has elected Dr. Allen Wise 
Saluda, President; and reelected Dr. J. W. Pitts, Columbia, 

retary. 

Dr. Buford S. Chappell is associated with Dr. Hugh Wyman 
Columbia, for the practice of urology. . 

Dr. ‘Harry F. Wilson, State Board of Health, Columbia, was 
called to active duty with the Army Medical Reserve Corps for 
the purpose of attending a course in the Medical Aspects of 
Atomic Warfare which was given at the Army Medical Center 
Washington, D. C. 

Dr. J. W. McMeans, Florence, and Mrs. Erma Williams Dun- 
bar, Conway, were married recently. 
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THE INDICATION DICTATES THE CHOICE OF MEDICATION 


Glycerol (Doho) by exclusive process 
gravity and is virtually free 


IM ACUTE OTITIS MEDIA 
REMOVAL OF IMPACTED CERUMEN 


AS AN ADJUNCT TO SYSTEMIC ANTI- 
INFECTIVE THERAPY, AS PENICILLIN, ETC. 


CONTAGIOUS DISEASE EAR INVOLVEMENTS =} 


-.. because its potent decongestant, dehydrating and 
analgesic action provides quick, efficient relief of pain 
ond inflammation in any intact drum involvement. 
FORMULA: 

Glycerol (DOHO) 


(Highest obtainable spec. grav.) 
Antipyrine 


17.96 GRAMS 


0.81 GRAMS 
0.21 GRAMS 


has the highest obtainable specific 


of water, alcohol and acids a A 


IN CHRONIC SUPPURATIVE 
OTITIS MEDIA, FURUNCULOSIS 


AND AURAL DERMATOMYCOSIS 


SE Q.105-MO-SAN 


potent chemical combination (not 

@ mere mixture), combining Sulfathiazole 

and Urea in AURALGAN Glycerol (DOHO) 
Base—because it exerts a powerful solvent action 
on protein matter, liquefies and dissol berant 
granulation tissue, cl and deod and 
tends to exhilarate normal tissue healing in the effec- 
tive control of chronic suppurative otitis media. 


FORMULA: 

Urea 2.0 GRAMS 
Sulfathiazole 1.6 GRAMS 
Glycerol (DOHO) 164 GRAMS 


Literature and samples sent to physicians on request. 


DOHO CHEMICAL CORP. Makers of AURALGAN and 0-TOS-MO-SAN NEW YORK 13 
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OPERATION “SOUTHEAST” 


Expanded facilities, strategically located to better serve 


SOUTHEASTERN HOSPITALS 


Experienced and competent Atlanta Office representatives are 
now permanently located at points which enable “American” to 
give faster and closer personal attention and service to the needs 
of hospitals within the respective areas. 


MAY WE INTRODUCE— 


MA. 0. S. BRYANT, JR. 

will service hospitals located in 
TENNESSEE. Communications ad- 
dressed to his residence, 249 Peach- 


MR. E. G. MYRICK, 


our 


district 


at our 


tree Circle, N.E., Atlanta, Georgia, 
will receive prompt attention. 


Weds 


MR. ANDREW P. ELLIOTT 

will cover all hospitals 
located in MISSISSIPPI. 
When immediate action 
is required, address card 
or wire his home at 111 
Kolb Street, Jackson, Mis- 
sissippi. 


MB. JACK ALEXANDER 

services hospitals located 
in ALABAMA. For prompt 
action address communi- 
cations to his home at 27 
1ith Street, N.E., Atlanta, 


DESIGNERS AND MANUFACTURERS OF SURGICAL STERILIZERS, TABLES AND LIGHTS | 


i 


4 


may be 
y offices located at 1123 
Peachtree Street, N.W., Atlanta, Georgia. 


MB. GEORGE W. FLOWER 

will serve the hospitals in 
NORTH CAROLINA. A 
card or wire to his home 
at 2102 Liberty Drive, 
Greensboro, N. C. will 
get fast action. 


MR. FRED J. COWAN, JR. 

will serve the hospitals of 
SOUTHCAROLINA. Write 
or wire to his home at 
2789 Pharr Road, N_E., 
Atlanta, Georgia, when 
prompt action is desired. 


MB. J. FLOWER 

will serve the FLORIDA 
hospitals. Prompt action 
may be anticipated if 
communications are ad- 
dressed to his home at 
1026 Guernsey Ave., Or- 
lando, Florida. 


Consult these representatives who are import- 
ant links in our home office PLANNING SERV- 
ICE, should your problem involve Surgical 
and Obstetrical Departments, Surgical and 
Central Sterile Supply Services, Nurseries, 
Milk Formula Laboratories and allied hospi- 
tal services. 


AMERICAN STERILIZER COMPANY 


Erie, Pennsylvania 
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DEATHS 


Dr. John D. Smyser, Florence, aged 61, died recently of a heart 
attack. 

Dr. Elias Doar Tupper, Summerville, aged 70, died recently. 

Dr. Joseph F. Haselden, Greelyville, aged 79, died recently. 

Dr. Michael Abdallah Saleeby, Dillon, aged 55, died recently 
of coronary thrombosis. 


TENNESSEE 


Consolidated Medical Society has elected Dr. Roy A. Douglass, 
Huntingdon, President; and Dr. S. M. Herron, Jackson, Secretary- 
Treasurer. 

Blount County Medical Society has elected Dr. Lyon F. Curtis, 
President; Dr. H. A. Calloway, Vice-President; and Dr. W. N. 
Dawson, Secretary-Treasurer, all of Maryville. 

McMinn County Medical Society has elected Dr. W. J. Abel, 
Decatur, President; Dr. John H. Lillard, Benton, Vice-President; 
and Dr. Helen M. Richards, Athens, Secretary-Treasurer. 

Dyer, Lake and Crockett Counties Medical Society has elected 
Dr. J. G. Price, Dyersburg, President: Dr. J. Paul Baird, Dyers- 
burg, Vice-President for Dyer: Dr. E. B. Smythe, Tiptonville, 
Vice-President for Lake; and Dr. J. Chalmers Moore, Dyersburg, 
Secretary-Treasurer. 

Monroe County Medical Society has elected Dr. Telford A. 
Lowry, Sweetwater, President; Dr. M. D. Shearer, Tellico, Vice- 
President; and Dr. D. F. Heuer, Sweetwater, Secretary-Treasurer. 

Overton County Medical Society has elected Dr. W. M. Breed- 
ing, President; Dr. A. B. Qualls, Vice-President, both of Livings- 
ton. 

Rutherford County Medical Society has elected Dr. J. T. Boy- 
kin, President; Dr. B. S. Davison, Vice-President; and Dr. L. M. 
Kennedy, Secretary, all of Murfreesboro. 

Washington, Carter, Unicoi Counties Medical Society has elected 
Dr. Robert H. Harvey, Erwin, President: Dr. G. K. Scholl, 
Johnson City, Vice-President for Washington County; Dr. J. A. 
Knapp, Elizabethton, Vice-President for Carter County; and Dr. 
C. K. Slade, Mountain Home, Secretary-Treasurer. 

Dr. William D. Sumpter, Jr., has opened offices in the Bennie- 
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Dillon Building, Nashville, practice limited to obstetrics and 
gynecology. 

Dr. James Clinton Prose, Memphis, and Miss Ina Grace Ryan, 
Greensboro, North Carolina, were married recently. 

Dr. Billy Booth Brinkley, Bristol, and Miss Sarah Eunice 
Legate, Lexington, were married recently. 


DEATHS 


Dr. Julian Baker Blue, Memphis, aged 64, died recently. 

Dr. C. L. Horn, Ripley, died recently. 

Dr. Zebidee Lafayette Shipley, Cookeville, aged 75, died re 
cently of cerebral thrombosis. 

Dr. Herman Spitz, Nashville, aged 63, died recently. 

Dr. John Lucius McGehee, Memphis, aged 70, died recently, 


TEXAS 


Texas Rheumatism Association, Dr. Howard C. Coggeshall, 
Dallas, President, is holding its first Scientific Session in San 
Antonio, May 2, in conjunction with the annual meeting of the 
Texas State Medical Association. This Association was founded 
and affiliated with the American Rheumatism Association during 
1948 for the purpose of putting on a postgraduate program cover- 
ing the general subject of arthritis and allied diseases. It is 
anticipated that the membership will be limited to approximately 
two hundred physicians. 

Texas Air-Medics Association, a nonprofit society for the ad- 
vancement of aviation medicine, organized a year ago, is meeting 
in conjunction with the annual meeting of the Texas State Medi- 
cal Association in San Antonio, May 1-2, under the presidency 
of Dr. T. J. Cross, Fort Worth. 

Texas Academy of General Practice, organized a year ago, is 
holding its first scientific meeting in conjunction with the annual 
meeting of the Texas State Medical Association in San Antonio, 
May 2. 

Colorado-Fayette Counties Medical Society has elected Dr. 
Leslie Boelsche, LaGrange, President; Dr. F. W. B. Rockett, 
Flatonia, Vice-President; and Dr. J. R. Laughlin, Eagle Lake, 
Secretary-Treasurer. 

Harrison County Medical Society has elected Dr. John E. Hill, 


Continued on page 78 


THE OPHTHALMOLOGICAL 
STUDY COUNCIL 


LANCASTER COURSES IN 
OPHTHALMOLOGY 


at Westbrook Junior College, Portland, Maine, 
June 25 to September 10, 1949, with the dis- 
tinguished faculty 

Number limited to 100 so that more individual 
ittention can be given in the Laboratory courses. 


SUBJECTS COVERED 


Anatomy Pharmacology 

Histology Neuro-Ophthalmology 

Embryology Motor and Sensory 

Heredity Refraction 

Pathology Slit Lamp 

Bacteriology Perimetry 

Optics Surgical Principles 

Physiologic Optics Glaucoma 

Visual Physiology General Diseases & 

Bio-Chemistry Ophthalmoscopy 
Fee: $300. Veterans’ Tuition Paid by Veterans 

Administration 


Adequate living quarters on 
the college campus 


For further information write 
OPHTHALMOLOGICAL 
STUDY COUNCIL 


243 Charles Street, Boston, Massachusetts 


MEDICAL PLACEMENT 
SERVICE 


768 Juniper Street, N. E. 
Atlanta, Georgia 


Mrs. STEWART R. ROBERTS 


Attractive openings for General Practitioners 


throughout the South. 


Also need Urologists, Pediatricians, (woman 
EENT, 


Available residencies 


Pediatrician for North Carolina) ; 
Surgeons, Psychiatrists. 
in all fields. Woman psychiatrist and woman 


physician for college. 
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ACCESSORIES 
AND SUPPLIES 

CATALOG 


Golden Anniversary Edition 
COMPLETE UP TO THE MINUTE LATEST 
INFORMATION and PRICES FOR YOUR EVERY NEED 


From exposure, through processing, to final 
filing ... you'll find everything you need in 
X-Ray procedure illustrated and described with 
latest prices in the 36 pages of this new, most 
complete Keleket X-Ray Accessories and 
Supplies Catalog. Actually, hundreds of items 
are shown . . . from film to custom-built tank 
room installations—all offering genuine econ- 
omy. Attach coupon to your professional 
letterhead for your own free copy. 


The KELLEY- KOETT ae Manufacturing Co. 


2045 WEST FOURTH ST. *Y COVINGTON, KY. 


----YOURS-FOR- THE. ASKING 


The Kelley-Koett Mfg. Co. 
2045 W. Fourth St. 
Covington, Ky. 


Please send me by return mail my copy of 
the new Keleket X-Ray Accessories and 
Supplies Catalog. 


Name 
Address 
City State 


Type of practice 


(please mention) 
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THE BURDICK 


The Burdick X85 Crystal Controlled 
Short Wave Diathermy has the capacity 
to produce deep heating of large areas 
such as the entire back, with plenty of 
power in reserve. 

With the “X85," you can anticipate 
not only a high degree of clinical effec- 
tiveness, but long life of the apparatus 
as well. 


Accepted and Approved 


The Burdick X-85 Short Wave Dia- 
thermy is accepted by the Council on 
Physical Medicine of the American 
Medical Association—Approved (Type 
D 471) by the Federal Communications 
Commission — Approved by 

the Canadian Department of 
Transport — Inspected and i s 
listed by the Underwriters) “sno 
Laboratories, Inc. 


Convenience 


The Burdick Contour Applicator sim- 
plifies and facilitates short wave appli- 
cations to all body contours. 


For complete literature on The Burdick X-85 
Crystal Controlled Short Wave Diathermy, 
see your local Burdick dealer, or write us — 
The Burdick Corporation, Milton, Wisconsin. 
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President; Dr. A. J. Phillips, Vice-President; and Dr. H, 9 
Padgett, Secretary, all of Marshall. 7 
Hopkins-Franklin Counties Medical Society has elected Dr 
Joseph B. Longino, President; Dr. Stephen B. Longino, Vice. 
President; and Dr. Omer F. Kirkpatrick, Secretary-Treasurer, aj} 
of Sulphur Springs. 

Kerr-Kendall-Gillespie-Bandera Counties Medical Society has 
elected Dr. Choice B. Matthews, Kerrville, President; Dr. Dor W 
Brown, Jr., Fredericksburg, Vice-President; and Dr. Roger Steven. 
son, Kerrville, Secretary-Treasurer. 

Lavaca County Medical Society has elected Dr. Robert w 
Williams, Shiner, President; Dr. Hugo J. Strieder, Moulton, Vice. 
President; and Dr. James W. Boyle, Jr., Shiner, Secretary. 
Treasurer. 

Texas Radiological Society at its thirty-sixth annual Meeting 
held in Fort Worth in January installed Dr. J. J. Faust, Tyler 
President; and elected Dr. W. V. Ramsey, Abilene, President. 
Elect; Dr. J. R. Maxfield, Jr., Dallas, First Vice-President: Dr 
R. D. Moreton, Temple, Second Vice-President; and Dr. R, P. 
O’Bannon, Fort Worth, Secretary-Treasurer. The next meeting 
will be held in Dallas in January 1950. 

University of Texas Medical Branch has received from Hoff- 
mann-LaRoche, Inc., Nutley, New Jersey, a grant of $4,000 to 
assist in supporting studies of Eric Ogden, L.R.C.P., Professor 
of Physiology, on the influence of kidney factors in high blood 


Dr. B. I. Burns, Director of Hospitals and Professor of 
Anatomy, University of Texas Medical Branch, Galveston, has 
accepted appointment as Director of Municipal Hospitals, Kan- 
sas City, Missouri. Dr. Jack R. Ewalt, Professor of Neuro- 
psychiatry at the Medical School, succeeded Dr. Burns. 

Dr. Arthur Grollman, Professor of Medicine, Southwestern 
Medical College, Dallas, and Dr. Wendell H. Griffith (Ph.D.), 
Professor of Biochemistry and Nutrition, University of Texas 
Medical Branch, Galveston, have been appointed to serve as 
consultant experts in Study Sections of the National Institutes 
of Health, Bethesda, Maryland. 

Dr. Charles J. Koerth, recently Medical Director, Gonzales 
Warm Springs Foundation, is Assistant Superintendent, State 
Tuberculosis Sanatorium. 

Dr. York Lancaster, San Marcos, and Miss Mary E. Dardeay 
were married recently. 

Dr. Charles H. Harris, Harris Memorial Hospital, Fort Worth, 
is one of eight persons named to membership in the newly 
established Methodist Hall of Fame in Philanthropy receiving 
a hand-engrossed membership certificate from the Board of Hos- 
pitals and Homes of the Methodist Church. The honor was 
bestowed for ‘outstanding contribution of time, talent and money 
to Methodist philanthropic institutions.” 

Dr. Marshall H. Brucer, recently appointed Director, Biology 
Division, Oak Ridge (Tennessee) Cancer Research Laboratory 
under the auspices of the Atomic Energy Commission, has been 
ap- ted Visiting Professor of Physiology, University of Texas 
a al Branch, Galveston, this appointment enabling Dr. Brucer 

upervise the completion of research undertaken at the Medical 
anch before his appointment to the Oak Ridge Laboratories. 


DEATHS 


Dr. William Arthur Lee, Denison, aged 67, died recently of 
coronary thrombosis. 

Dr. Benjamin Clinton Smith, Hillsboro, aged 74, died recently 
of coronary occlusion. 

Dr. Horace MacField McDaniel, May, aged 68, died recently of 
multiple myeloma. 

—s Thomas Clifton McCurdy, Archer City, aged 72, died re- 
cently. 

Dr. Griff Ross, Mount Enterprise, aged 69, died recently of 
nephritis. 

Dr. Joseph Ever Stover, Truscott, aged 72, died recently of 
coronary occlusion. 

Dr. Elbert William Wright, Bowie, aged 62, died recently of 
a heart attack. 


VIRGINIA 


Northampton County Medical Society has elected Dr. J. M. 
Lynch, Cape Charles, President: Dr. W. Carey Henderson, Nas- 
sawadox, Vice-President; and Dr. Charles T. Garcia, 
Charles, Secretary-Treasurer. 

James River Medical Society has elected Dr. E. J. Haden, 
Ore Bank, President: Dr. Russell Snead, Columbia, Vice-Presi- 
dent: and Dr. Garland Dyches, Dillwyn, Secretary-Treasuret, 
reelected. 


Continued on page 79 


78 
+ 
FORM 
power f° 
| 
x 
« — 
— 
— 


FPRS 


Vol. 42 No. 5 
Continued from page 78 


Lee County Medical Society has elected Dr. G. C. Sumpter, 
Rose Hill, President; Dr. Chas. C. Carr, Pennington Gap, Vice- 
President; and Dr. J. H. Dellinger, Pennington Gap, Secretary- 
Treasurer. 

Wise County Medical Society has elected Dr. B. C. Henson, 
Roda, President; Dr. G. T. Foust, Norton, Dr. F. E. Handy, 
Appalachia, and Dr. J. D. Culbertson, Coeburn, Vice-Presidents; 
and Dr. T. J. Tudor, Norton, Secretary-Treasurer, reelected. 

Dr. Oscar Swineford, University, was elected President of the 
Southeastern Allergy Association at its meeting held recently 
in Durham, North Carolina. : 

Southwestern Virginia Medical Society will hold its next meet- 
ing at Roanoke, Roanoke Hotel, May 26, under the presidency 
of Dr. R. M. DeHart, Redford. _ - 

Dr. H. B. Mulholland, University, has been reelected Chair- 
man, Virginia Council on Health and Medical Care. 

Lancaster County Health Unit, a health committee, was re- 
cently established at Kilmarnock with Dr. Melvin B. Lamberth, 
Jr., Kilmarnock, as President. 

Dr. C. J. Andrews, Norfolk, was installed President, South 
Atlantic Association of Obstetricians and Gynecologists, at its 
recent meeting; Dr. Lester A. Wilson, Charleston, South Caro- 
lina, was elected President-Elect; and Dr. E. D. Colvin, Atlanta, 
Georgia, Secretary-Treasurer. The next annual meeting will be 
held at Roanoke, Roanoke Hotel, February 9-11, 1950. 

Dr. John Alfred Emmert, Danville, and Miss Olive Ann Gray, 
Hasbrouck Heights, New Jersey, were married recently. 

Dr. Herbert Clifton Allen, Jr., Richmond, and Mrs. Elisabeth 
Hunt Wheeler, Bedford, Pennsylvania, were married recently. 


DeaTHS 


Dr. Hunter Holmes McGuire, Winchester, aged 74, died in his 
sleep recently. 

Dr. Jay S. Liebman, Alexandria, aged 64, died recently. 

Dr. John Aldine Norford, Lynchburg, aged 72, died recently 
when his boat capsized. 

Dr. Philip Williams Boyd, Winchester, aged 74, died recently 
of a heart attack. 

Dr. Rufus Speed Kight, Norfolk, aged 72, died recently. 

Dr. Isham Keith Briggs, South Boston, aged 67, died recently. 

Dr. Charles Bickley Fox, Monterey, aged 76, died recently. 

Dr. Irving Lee Chapman, South Boston, aged 71, died recently. 


SOUTHERN MEDICAL JOURNAL 79 


WEST VIRGINIA 


West Virginia State Medical Association will hold its 82nd 
annual meeting at White Sulphur Springs, The Greenbrier, 
August 4-6. 

Boone County Medical Society has elected Dr. Harry A. Smith, 
Madison, President; Dr. H H. Howell, Vice-President; and Dr. 
James M. Scott, Secretary-Treasurer. 

Hancock County Medical Society has elected Dr. J. M. Brand, 
Chester, President; and Dr. R. E. Flood, Weirton, Secretary- 
Treasurer. 

Wetzel County Medical Society has elected Dr. John O. Theiss. 
New Martinsville, President, succeeding the late Dr. Francis 
Eugene Martin, New Martinsville. 

Dr. Walter E. Vest, Huntington, was elected a member of 
the Executive Committee of the National Conference on Medical 
Service at its annual meeting held in Chicago, February 6. 

Dr. C. E. Hamner, Assistant Superintendent, Columbus State 
Hospital, Columbus, Ohio, has been appointed Superintendent, 
Spencer State Hospital, succeeding Dr. Edward Hawke, who re- 
signed to accept appointment as senior psychiatrist, Trenton State 
Hospital, New Jersey. Dr. Hamner was Superintendent of Spencer 
State Hospital, but resigned several months ago to accept appoint- 
ment at Columbus State Hospital. 

Dr. Anne Wight, Montgomery, who is at present studying at 
Oak Ridge Institute of Nuclear Physics, has accepted a research 
surgical fellowship at Harvard Medical School and the Massa- 
chusetts General Hospital, Boston. 

Dr. H. A. Shaffer, Beckley, has moved to Morgantown to 
continue practice of his specialty of radiology as a member of 
the staff of the General Hospital. 

Dr. John F. Sinnett, Welch, has moved to Maybeury. 

Dr. Justus C. Pickett, Morgantown, has been appointed by 
the Surgeon General of the Army as a civilian consultant in 
orthopedics. He left the middle of March for a visit in Europe. 

Dr. Thomas W. Moore, Huntington, has been nominated for 
affiliate fellowship in the American Medical Association. 


DEATHS 

John Wallace Compton, Ronceverte, aged 72, died re- 
cently. 

Dr. Hugh Dunn, Richwood, aged 73, died recently. 

Dr. Horace Singleton Falconer, Fairmont, aged 67, died recently. 

Dr. Francis Eugene Martin, New Martinsville, aged 68, died 
recently of coronary thrombosis. 

Dr. Harry George Steele, Bluefield, aged 72, died recently. 


Metrazol Ampules 


1 cc. and 3 cc. 
Tablets 

Oral Solution 
Sterile Solution 
Powder 


Metrazol, T. M. reg. U. S. Pat. Off. 


Inject Metrazol intravenously in respiratory 
and circulatory emergencies, collapse, 
deep anesthesia, barbiturate poisoning 
and acute alcoholism.. 


COUNCIL ACCEPTED 


BILHUBER-KNOLL CORP. ORANGE, NEW JERSEY 
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DEXTRI-MALTOSE 


EVAPORATED MILK 


Stir in Add . 
Dextri-Maltose evaporated 
while water is hot. milk and stir, 


Heat until almost Boil gently 
boiling and stir for three — 
i _ minutes. 


... FOR 38 YEARS COW’S MILK-DEXTRI-MALTOSE FORMULASIE 
HAVE BEEN EMPLOYED BY PHYSICIANS TO MEET THE VARY 
ING NUTRITIONAL REQUIREMENTS OF SICK AND WELL ING 
FANTS. MEAD JOHNSON & CO., EVANSVILLE 21, IND., U.S. Alam 


me 
WITH WHOLE MILK 
a 
Mix | 
whole milk 


Das 


in. 1932 we brought out Pablum?* 


gue 


Embodying a concept of cereal nutrition, easy of prep- 


aration, nonwasteful, forerunner of present day widely 


|| practised principles of food fortification—remember? 


| 
_ Later, in response to requests from 
 . physicians, we went a step further in Pabena,* similar in 


nutritional and convenient features to its father-product, 


1 Pablum, different in flavor of its oatmeal base. 


if our pioneer work and ethical policy meet with your appro-_ 


| bation, remember, please, to specify Pablum and Pabena. 


*“Pablum"’ and “Pabene” are the registered trademarks of Mead Johnson 
& Company for these vitomin-and-mineral-enriched mixed. cereo!l. foods. 


~ 
| Mead Doknsoa & Company, Evansuille, Indiana, U.S.A. j 
| 
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hastenAclinical progress with 


(CHORIONIC GONADOTROPIN, PARKE-DAVIS) 


In a number of clinical entities, in both male and fe- 
male, related to anterior pituitary deficiency, clinical 
progress is hastened by utilizing the luteinizing and 
interstitial-cell stimulating effect of ANTUITRIN “S$”, 
chorionic gonadotropin derived from pregnancy urine, 


NTUITRIN “S” 


pee haters +) ANTUITRIN “S” is now supplied as a stable, dry powder 
which retains its potency indefinitely. The injectable 


solution is prepared by addition of sterile diluent fur- 
nished in 10-ce. ampoules. Kept refrigerated, the pre- 
s ~ pared solution is active for three months thereafter. 


“Ss” 


ANTUITRIN “S” effectively induces descent of the testes in a significant 
proportion of patients with cryptorchidism. Failure of descent with 
hormonal therapy usually indicates anatomical obstruction requiring 
surgery. Adequate pre- and post-operative courses of ANTUITRIN “S” 
facilitate the procedure and consolidate the results. 

Adiposogenital pituitarism (Frohlich’s syndrome), genital hypoplasia, 
obesity, and other signs respond well to the gonad-maturing action of 
ANTUITRIN “S” 

Administration of ANTUITRIN “S” frequently controls functional uter- 
ine bleeding and corrects amenorrhea, particularly in younger pa- 
tients, when disordered or deficient pituitary-gonad function is the 
etiologic factor. 


PACKAGING: ANTUITRIN “S” is supplied in dry form in a 10-cc. Steri-Vial® containing 5000 
International Units. Each package includes a 10-cc. ampoule of diluent for conven 
ience in making solution. 
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